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LETTER  OF  TRANSMITTAL 


Select  Committee  on 
Children,  Youth,  and  Families, 
Washington,  DC,  December  31,  1992. 

Hon.  Donnald  K.  Anderson, 

Clerk,  House  of  Representatives,  Washington,  DC 

Dear  Mr.  Anderson:  In  accordance  with  House  Rule  XI(l)(d),  we 
are  pleased  to  transmit  the  enclosed  report  entitled,  "Report  on  the 
Activities  for  the  Year  1992  of  the  Select  Committee  on  Children, 
Youth,  and  Families,  102d  Congress,  Second  Session/' 

This  report  has  been  preceded  by  a  document  entitled,  "A  Report 
on  the  Activities  for  the  Year  1991  of  the  Select  Committee  on 
Children,  Youth,  and  Families,  102d  Congress,  First  Session." 

Read  together,  these  reports  provide  an  analysis  of  the  commit- 
tee's work  during  the  102d  Congress. 

Respectfully  submitted. 
Sincerely, 

Patricia  Schroeder,  Chairwoman. 
<m) 
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December  31,  1992. — Committed  to  the  Committee  of  the  Whole  House  on  the  State 
of  the  Union  and  ordered  to  be  printed 


Mrs.  Schroeder,  from  the  Select  Committee  on  Children,  Youth, 
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SUMMARY  OF  1992  ACTIVITIES 


The  Select  Committee  on  Children,  Youth,  and  Families  was  created 
by  the  98th  Congress  in  1983  to  provide  an  ongoing  assessment  of  the 
conditions  of  American  children  and  families,  and  to  make 
recommendations  to  Congress  and  the  public  about  how  to  improve 
public  and  private  sector  policies  for  this  constituency. 


HEARINGS  CONDUCTED 

America's  Families;  Conditions,  Trends.  Hopes  and  Fears 
February  19,  1992  -  Washington,  DC 

Keeping  Kids  Safe;  Exploring  Public/Private  Partnerships  to 
Prevent  Abuse  and  Strengthen  Families 
April  2,  1992  -  Washington,  DC 

♦Profits  of  Misery;  How  In-Patient  Psychiatric  Treatment  Bilks  the 
System  and  Betrays  Our  Trust 

April  28,  1992  -  Washington,  DC 

Health  Care  Reform;  How  Do  Women,  Children  and  Teens  Fare? 
May  5,  1992  -  Washington,  DC 

Confronting  the  Impact  of  Alcohol  Labeling  and  Marketing  on 
Native  American  Health  and  Culture 

May  19,  1992  -  Washington,  DC 

Investing  in  Families;  A  Historical  Perspective 
July  23,  1992  -  Washington,  DC 

Fire  Safety;  Protecting  Our  Children  and  Families 

August  11,  1992  -  Washington,  DC 

♦College  Education;  Paying  More  and  Getting  Less 
September  14,  1992  -  Washington,  DC 

♦Investigative 

REPORTS  ISSUED 

Report  on  the  Activities  of  the  Select  Committee  on  Children,  Youth. 
and  Families.  1991  -  This  report  summarizes  the  activities  of  the  Select 
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Committee  during  the  First  Session  of  the  102d  Congress,  and  includes 
a  compilation  of  summaries  and  fact  sheets  prepared  for  hearings  held 
during  1991. 

Child  Care  Challenge  -  In  1991,  the  Select  Committee  issued  a  "Child 
Care  Challenge"  to  Members  of  the  House  of  Representatives  to  search 
out  innovative,  quality  child  care  programs  in  their  districts.  This 
report  highlights  these  programs  to  serve  as  models  for  states  and  local 
jurisdictions  or  employers  and  others  in  the  public  and  private  sectors 
who  are  striving  to  expand  and  improve  child  care  opportunities  for 
families.  There  are  77  child  care  programs  from  17  states  described  in 
the  report 

A  Decade  of  Denial:  Teens  and  AIDS  in  America  -  Based  on  hearings, 
current  research,  and  interviews  with  experts,  including  researchers, 
medical  and  service  providers,  AIDS  educators,  and  youth  who  have 
been  touched  by  the  epidemic,  this  report  assesses  the  impact  of  the 
HIV  epidemic  on  youth  and  identifies  strategies  policymakers  and 
program  planners  might  consider. 

Federal  Programs  Affecting  Children  and  Their  Families,  1992  -  The 

report  updates  and  expands  three  earner  editions  of  this  guidebook  to 
Federal  programs  which  directly  touch  the  lives  of  America's  children 
and  their  families. 


COMMITTEE  HEARING  SUMMARIES 
and 

FACT  SHEETS 
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HEARING  SUMMARY 

AMERICA'S  FAMILIES:  CONDITIONS, 
TRENDS,  HOPES  AND  FEARS 

Washington,  DC,  February  19,  1992 


On  February  19,  1992,  the  Select  Committee  on  Children,  Youth,  and 
Families  held  a  hearing  entitled  "America's  Families:  Conditions, 
Trends,  Hopes  and  Fears"  that  examined  the  changing  demographic, 
economic,  and  social  conditions  of  families,  and  children  and  families' 
concerns  regarding  their  present  well-being  and  prospects  for  the  future. 
Statisticians  and  economists  highlighted  trends  in  family  composition, 
income  status,  labor  force  participation,  and  economic  security. 
Pollsters  discussed  families'  economic,  educational,  employment,  and 
health  worries. 

The  Honorable  John  D.  Rockefeller  IV,  Member,  United  States  Senate; 
Chairman,  National  Commission  on  Children,  Washin2ton,  DC, 
summarized  two  National  Commission  on  Children  surveys  on  family 
well-being.  According  to  the  surveys,  the  public  believes  that  it  is 
harder  to  be  a  parent  today  than  it  used  to  be,  that  parents  do  not 
spend  enough  time  with  their  children,  and  that  children  are  worse  off 
today  than  were  their  parents  as  children.  Most  parents  (55%)  worry 
at  least  some  of  the  time  that  their  income  will  not  meet  their  family 
expenses,  and  that  they  give  up  time  with  their  children  to  make  ends 
meet.  Almost  60%  of  parents  said  they  wanted  to  spend  more  time 
with  their  children.  Despite  economic  pressures,  parents  and  children 
report  close  relationships  and  family  ties. 

Jason  Zimbler,  Actor,  Nickelodeon  show  "Clarissa  Explains  It  All,"  New 
York,  NY,  reported  findings  of  a  Nickelodeon/Yankelovich  Youth 
Monitor  national  poll  of  1200  children  ages  6-17.  Despite  changes  in 
family  arrangements,  children  report  that  they  spend  significant  time 
with  their  families:  78%  of  children  eat  dinner  with  their  parents;  90% 
usually  spend  some  time  with  a  parent  each  evening.  Between  60% 
and  90%  of  children  recognize  that  their  parents  want  them  to  do  well 
in  school,  to  get  their  homework  done,  and  to  get  into  college.  The 
chief  worry  of  young  people  is  the  need  to  make  money  (51%), 
followed  by  AIDS  (48%),  getting  into  college  (46%),  and  drugs  (45%). 
Young  people  are  concerned  with  important  national  issues,  including 
homelessness  and  teacher  compensation.  Most  children  report  that 
they  like  school  (84%)  and  that  they  do  well  in  class  (78%  average  A's 
or  B's).  After-school  activities  include  doing  chores  (91%),  watching 
television  (79%),  eating  snacks  (77%)  and  doing  homework  (71%). 
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Celinda  Lake,  Vice  President,  Greenberg/Lake,  Washington,  DC, 
analyzed  recent  polling  data  on  family  well-being.  Polls  show  that 
Americans  believe  they  live  in  tough  times  which  will  not  soon 
improve.  Nearly  half  (49%)  of  Americans  believe  that  the  family  is 
worse  off  than  ten  years  ago;  only  39%  believe  it  is  better  off;  and 
70%  believe  that  children's  well-being  has  decreased  in  the  last  five 
years.  Most  Americans  (88%)  believe  that  they  are  middle-class, 
although  they  believe  that  the  middle  class  is  disappearing.  A  majority 
of  Americans  (57%)  believe  that  it  is  now  impossible  to  support  a 
family  on  one  income.  Families  worry  about  how  they  will  make  ends 
meet,  whether  someone  will  lose  a  job,  and  their  children's  futures. 
Americans  want  to  make  families  and  children  a  national  priority, 
expect  government  to  act,  and  are  willing  to  hold  politicians 
accountable. 

Vincent  J.  Breglio,  Ph.D.,  President  RSM,  Inc.,  Lanham,  MP,  evaluated 
polling  results  on  economic  and  family  issues.  Although  Americans 
believe  the  national  economy  is  extremely  troubled,  the  number  who 
believe  their  family's  financial  situation  is  in  poor  shape  has  not 
increased  during  the  recession.  Yet  more  families  today  report  that 
they  have  cut  back  on  savings,  investments,  and  spending  than  in  March 
1991.  Major  concerns  over  family  budgets  focus  on  health  care  and 
education.  Although  73%  of  families  express  satisfaction  with  their 
own  health  care,  62%  are  not  satisfied  with  the  cost.  After  health  care, 
housing,  and  retirement  costs,  the  chief  cost  families  worry  most  about 
is  college  education  (12%). 

Donald  Hernandez,  Ph.D.,  Chief,  Marriage  and  Families  Statistics 
Branch,  Populations  Division,  Bureau  of  the  Census,  U.S.  Department 
of  Commerce,  Washington,  DC,  reported  trends  in  family  income  and 
economic  status,  maternal  labor  force  participation,  and 
homeownership.  According  to  Hernandez,  a  major  change  in  family 
living  situations  involved  the  dramatic  increase  in  dual-earner,  two- 
parent  families.  Labor  force  participation  of  wives  with  children  under 
age  6  doubled  between  1970  and  1990,  from  30%  to  59%. 

By  1991,  63%  of  all  two-parent  families  had  both  a  mother  and  father 
in  the  labor  force.  While  real  median  family  income  for  married-couple 
families  more  than  doubled  between  1947  and  1973,  it  increased  only 
11%  between  1973  and  1990.  Single-parent  families  fared  even  worse 
by  1990,  with  real  median  incomes  only  5%  higher  than  in  1973. 
Hernandez  documented  that  family  householders  who  are  young  or  who 
have  low  levels  of  education  also  have  comparatively  low  family 
incomes.  Such  families  may  experience  difficulty  purchasing  necessities, 
goods,  or  services,  especially  a  home.   In  1988,  an  estimated  60%  to 
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82%  of  married  couple  renters  with  incomes  of  $35,000  to  $60,000 
could  not  afford  to  buy  a  median  priced  house.  The  proportion  of 
two-parent  families  that  owned  their  own  home  decreased  from  77%  in 
1980  to  about  73%  in  1990. 

Thomas  J.  Plewes,  Associate  Commissioner  for  Employment  and 
Unemployment  Statistics,  Bureau  of  Labor  Statistics,  U.S.  Department 
of  Labor,  Washington,  DC,  described  trends  in  family  composition  and 
parental  labor  force  activity.  From  1980  to  1991,  the  percent  of 
families  with  children  containing  one  parent  increased  from  20%  to 
26%.  In  1991,  maternal  labor  force  participation  reached  67%,  and 
two-parent,  two-worker  families  grew  from  42%  to  48%  of  all  families 
with  children  between  1980  and  1991.  The  current  economic  recession 
has  hurt  families:  7.4%  of  families  with  children  contained  an 
unemployed  parent  at  the  close  of  1991,  up  from  5.6%  two  years 
earlier. 

Gary  L.  Bauer,  President  Family  Research  Council,  Washington,  DC, 
testified  that  the  family  unit  is  weaker  today  than  a  generation  ago, 
Decreased  family  time  and  busier  household  schedules  have  left 
children  with  greater  responsibility  to  make  moral  choices  and 
decreased  well-being  (measured  by  suicide  and  homicide  rates,  SAT 
scores,  and  sexual  involvement).  According  to  Bauer,  breakdowns  in 
cultural  value  consensus  and  criminal  justice  effectiveness  have  left 
parents  feeling  isolated,  without  adequate  support,  and  skeptical  of 
social  institutions  that  formerly  reinforced  family  values,  Bauer  called 
for  an  increase  in  the  per-child  tax  benefits  available  to  wage-earning 
families  and  recommended  no  dramatic  increase  in  children's  program 
spending. 

David  Blankenhorn,  President,  Institute  for  American  Values,  New 
York,  NY,  criticized  the  practice  of  "trickle-down"  polling,  through 
which  a  poll  is  prepared  to  reveal  a  pre-determined  opinion. 
Blankenhorn  accused  recent  polls  on  family  and  child  well-being  of 
this  practice.  He  said  these  polls  incorrectly  link  declining  child  well- 
being  to  declining  economic  conditions;  more  accurate  "bottom-up" 
polls  have  linked  child  well-being  to  declining  cultural  values. 
Blankenhorn  claimed  that  the  result  of  "trickle-down"  polling  is  a 
widening  of  the  gap  between  what  Americans  believe  and  what 
policymakers  are  told  that  Americans  believe.  He  called  for  greater 
attention  to  cultural  priorities,  including  parental  time  with  children, 
divorce,  unwed  parenthood,  the  role  of  fathers,  and  safe  places  for 
children  to  play. 

Robert  Rector,  Policy  Analyst  Family  and  Welfare  Issues,  The  Heritage 
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Foundation.  Washington,  DC,  argued  that  families'  economic  troubles 
are  due  to  overtaxation,  a  slowdown  in  the  growth  of  parents'  real 
wages  and  salaries,  and  increases  in  single  parenthood.  Increases  in 
taxes  as  a  share  of  family  income  now  consume  over  one-third  of  a 
two-parent  family's  income,  and  many  families  have  been  forced  to 
place  both  parents  in  the  work  force  to  achieve  even  modest  income 
growth.  Rector  claimed  that  a  sound  national  family  policy  should 
include  tax  cuts  for  families,  tax  cuts  on  savings  and  investments,  and 
welfare  system  incentives  to  promote  responsible  behavior.  In  order  to 
contain  the  federal  deficit,  he  recommended  matching  family  tax  relief 
dollars  with  domestic  spending  reductions. 

Judith  Weitz,  KIDS  COUNT  Coordinator,  The  Center  for  the  Study 
of  Social  Policy,  Washington,  DC,  reported  the  results  of  the  KIDS 
COUNT  national  survey  of  registered  voters  concerning  the  recession's 
impact  on  children  and  families.  Two-thirds  of  voters  believe  children 
are  worse  off  than  a  generation  ago.  Voters  polled  demonstrated  a 
deep  concern  over  families'  diminished  ability  to  meet  children's  needs: 
asked  to  identify  the  chief  impact  of  the  recession  on  children,  voters 
named  a  lack  of  adequate  food,  housing,  and  clothing  (25%),  a 
deterioration  of  public  school  education  (22%),  inadequate  health 
insurance  (18%),  and  inability  to  afford  child  care  (14%).  Voters 
identified  several  policies  as  the  most  beneficial  to  children  ~ 
guaranteed  health  insurance  for  all  children  (26%),  more  family- 
oriented  business  practices  (family  medical  leave,  etc.)  (20%),  a 
refundable  tax  credit  for  families  with  children  (18%),  increased 
education  funding  (16%),  and  publicly-supported  child  care  (12%). 

Greg  J.  Duncan,  Ph.D.,  Program  Director,  Survey  Research  Center, 
University  of  Michigan,  Ann  Arbor,  ML  testified  that  the  middle  class 
shrunk  during  the  1980s.  Based  on  a  University  of  Michigan 
longitudinal  study  of  families,  Duncan  reported  that  the  proportion  of 
families  with  children  in  the  middle  class  fell  11%  between  1978  and 
1990.  Increased  inequality  of  earned  income  led  to  three  trends  -- 
upward  mobility  into  upper-income  status,  downward  mobility  into 
lower-income  status,  and  a  lack  of  upward  mobility  on  the  part  of  low- 
income  families.  These  trends  reflected  income,  education,  and  job 
skills  gaps,  and  added  two  million  families  with  children  to  the  ranks 
of  low-income  families  in  the  1980s.  Duncan  made  several  policy 
recommendations,  including  job  training  programs  for  unemployed 
parents,  improved  technical  job  training  for  high  school  students,  and 
a  refundable  child  income  tax. 
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AMERICA'S  FAMILIES: 
CONDITIONS,  TRENDS,  HOPES  AND  FEARS 

A  FACT  SHEET 


FAMILY  SIZE  CONTINUES  TO  SHRINK/MORE  COUPLES 
POSTPONE  STARTING  FAMILIES 

•  Families  are  postponing  having  children,  and  are  having  fewer  of 
them.  In  1973,  6  out  of  10  families  had  at  least  one  child  under 
age  18  and  the  average  number  of  children  per  family  was  2.2.  In 
1990,  only  about  half  of  all  families  had  a  child  under  18,  and  the 
average  number  of  children  was  1.8.  (U.S.  Bureau  of  the  Census 
[Census],  1992) 

•  Of  all  families  with  children,  the  proportion  with  one  parent 
increased  from  13%  in  1970  to  28%  in  1990.  (Census,  1990) 

•  The  proportion  of  households  without  children  headed  by  25  to 
44  year-olds  nearly  doubled  from  20%  in  1960  to  37%  in  1988. 
Households  without  children  have  a  median  income  per  person 
that  is  67%  higher  than  households  with  two  children.  (Fuchs  & 
Reklis,  1992) 

FAMILY  INCOMES  STAGNATE  DESPITE  MOTHERS  IN  THE 
LABOR  FORCE 

•  Of  all  families  with  children,  the  percentage  with  two  parents 
or  the  only  parent  in  the  labor  force  rose  from  56%  in  1980 
to  66%  in  1991.  (Bureau  of  Labor  Statistics  [BLS],  1992) 

•  Between  1979  and  1989,  two-parent  families  with  children  in  the 
middle  fifth  of  the  income  spectrum  ($35,000-$47,000  in  1989) 
experienced  a  4%  increase  in  income.  Wives'  $3,300  increase  in 
average  earnings  accounted  for  this  increase,  but  four-fifths  of  this 
gain  came  from  increased  hours  rather  than  from  increased  hourly 
pay.  (Joint  Economic  Committee,  1992) 

•  Real  median  income  of  young  families  with  children  declined  from 
$23,705  (in  1990  dollars)  in  1970  to  $16,219  in  1990,  a  32% 
decrease.  (Census,  1992) 

•  Middle-income,  dual-earner  families  with  a  wife  employed  outside 
the  home  lose  up  to  56%  of  the  additional  income  to  work-related 
expenses.  (Hanson  and  Ooms,  1991) 
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MILLIONS  OF  FAMILIES  TEETER  ON  EDGE  OF  POVERTY/MANY 
FALL  IN 

•  From  1980  to  1990,  the  number  of  families  with  children  living 
in  poverty  increased  by  854,000  to  a  rate  of  16.4%.  (Census, 
1991) 

•  From  July  1989  through  November  1991,  900,000  families  were 
added  to  the  Aid  to  Families  with  Dependent  Children  (AFDC) 
program,  reaching  a  new  caseload  record  of  4.6  million  families. 
Two  thousand  children  a  day  go  on  AFDC;  one  in  seven  American 
children  receives  AFDC.  (American  Public  Welfare  Association, 
1992) 

•  In  November  1991,  24.6  million  Americans  received  food  stamps, 
a  15%  increase  over  November  1990.  One  in  ten  Americans 
receives  food  stamps.  (U.S.  Department  of  Agriculture  [USDA], 
1992) 

•  Forty-three  percent  of  the  increase  in  poverty  between  1979  and 
1989  was  due  to  the  reduced  effectiveness  of  AFDC,  Food  Stamps, 
Unemployment  Insurance,  and  other  government  benefit  programs. 
(Committee  on  Ways  and  Means  [Ways  and  Means],  U.S.  House 
of  Representatives,  1991) 

CHILDREN'S  WELL-BEING  PLUMMETS 

•  Children  are  the  poorest  Americans.  While  the  poverty  rate  for 
all  Americans  was  13.5%  in  1990,  20.6%  of  children  lived  in 
poverty,  up  from  18.3%  in  1980.  Among  children  under  age  6, 
23%  lived  in  poverty  in  1990,  up  from  20.3%  in  1980.  (Census, 
1991) 

•  The  teenage  suicide  rate  tripled  from  3.6/100,000  in  1960  to 
11.3/100,000  in  1988.  Between  1980  and  1988  alone,  the  teen 
suicide  rate  increased  more  than  30%.  (Fuchs  and  Reklis,  1992) 

•  U.S.  school  children  ranked  14th  in  math  and  13th  in  science 
abilities  in  a  15-country  international  comparison  of  13-year-olds. 
Standardized  test  scores  fell  between  1988  and  1991,  with  results 
on  the  verbal  portion  reaching  an  all-time  low.  (Educational 
Testing  Service,  1992;  Fuchs  and  Reklis,  1992) 


FINANCIAL  PRESSURES  ON  FAMILIES  MOUNT 


•  It  will  cost  a  middle-income  family  ($26,000-$42,000  in  1987  pre- 
tax income)  an  estimated  $210,070  to  raise  a  child  born  in  1990 
to  age  17.  (USDA,  1991) 

•  Of  the  36  million  Americans  without  health  insurance,  children 
constitute  28%.  Two-thirds  of  uninsured  children  live  in  families 
where  at  least  one  person  was  employed  throughout  1990. 
(Employee  Benefit  Research  Institute,  1992) 

•  Average  annual  health  payments  by  families  amounted  to  11.7% 
of  average  family  income  in  1991,  up  from  9%  of  average  family 
income  in  1980.  Based  on  current  projections,  average  health 
payments  will  consume  16.4%  of  average  family  income  by  the 
year  2000.  (Families  USA  Foundation,  1991) 

•  The  cost  of  a  college  education  continues  to  outpace  inflation. 
In  1989/90,  the  average  cost  of  a  four-year  postsecondary  education 
ranged  from  $4,979  at  a  public  institution  to  $12,348  at  a  private 
one.  The  comparable  figures  for  1976/77  were  $1,935  and  $3,977. 
(U.S.  Department  of  Education,  1991) 

•  Families  spend  an  estimated  $15.5  billion  annually  on  child  care. 
(Census,  1990) 

FAMILY  DEBT  RISES;  PERSONAL  SAVINGS  DECLINE 

•  Outstanding  household  debt  rose  approximately  $2  trillion  (to  a 
total  of  about  $3  trillion)  during  the  1980s.  (Economic  Policy 
Institute,  1990) 

•  The  personal  savings  rate  fell  from  7.9%  of  disposable  personal 
income  in  1980  to  5.3%  in  1991.  (U.S.  Department  of  Commerce, 


INCREASING  UNEMPLOYMENT  THREATENS  FAMILIES' 
ECONOMIC  SECURITY 

•  The  unemployment  rate  rose  from  5.2%  in  June  1990  to  7.1%  in 
January  1992.  But  in  1991,  just  42%  of  the  unemployed  received 
unemployment  compensation,  compared  with  75%  in  1975.  (Ways 
and  Means,  1992) 

•  During  the  fourth  quarter  of  1989,  5.6%  of  families  with  children 
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had  an  unemployed  parent  That  figure  rose  to  7.4%  during  the 
fourth  quarter  of  1991.  (BLS,  1992) 

•     The  number  of  workers  employed  part  time  involuntarily  rose 
from  4.4%  in  1980  to  5.2%  in  1991.  (BLS,  1992) 

PROVIDING  A  HOME  REMAINS  DIFFICULT  FOR  FAMILIES 


•  Homeownership  rates  among  young  households  fell  sharply  during 
the  1980s.  For  households  aged  25-29,  homeownership  fell  from 
43%  in  1980  to  36%  in  1990,  while  for  households  aged  30-34,  the 
rate  dropped  from  61%  to  52%.  (Joint  Center  for  Housing 
Studies  [JCHS],  1991) 

•  Of  married-couple  families  with  children,  91%  of  renters  and  32% 
of  homeowners  cannot  afford  a  median-priced  home  in  their 
region.  (Census,  1991) 

•  With  rents  rising  and  income  stagnating,  rent  burdens  remain  high. 
In  1990,  the  gross  rent  burden  held  at  28.1%,  down  only 
marginally  from  the  mid-1980s  peak.  (JCHS,  1991) 


February  19,  1992 
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HEARING  SUMMARY 

KEEPING  KIDS  SAFE: 
EXPLORING  PUBLIC/PRIVATE  PARTNERSHIPS 
TO  PREVENT  ABUSE  AND  STRENGTHEN  FAMILIES 

Washington,  DC,  April  2,  1992 


On  April  2,  1992,  the  Select  Committee  on  Children,  Youth,  and 
Families  held  a  hearing,  "Keeping  Kids  Safe:  Exploring  Public/Private 
Partnerships  to  Prevent  Abuse  and  Strengthen  Families,"  to  explore  the 
federal  role  in  converting  social  welfare  programs  into  family 
investment  programs,  such  as  family  preservation  and  home  visitation. 
Witnesses  highlighted  family  investment  programs  designed  to  prevent 
child  abuse  and  neglect  by  teaching  families  survival  skills  and  by 
providing  support  and  necessary  resources.  Recommendations  included 
increased  investment  in  public-private  prevention  efforts,  including 
national  neonatal  home  visitation  and  family  preservation  programs,  a 
national  conference  to  evaluate  home-visiting  approaches,  and  increased 
public  education  on  this  issue. 

Wade  F.  Horn,  Ph.D.,  Commissioner,  Administration  on  Children, 
Youth  and  Families,  U.S.  Department  of  Health  and  Human  Services, 
Washington,  DC,  highlighted  Administration  efforts  to  prevent  child 
abuse  and  neglect  and  to  support  families.  Horn  described  the 
National  Center  on  Child  Abuse  and  Neglect  projects,  including  the 
Challenge  Grant  Program  to  encourage  state  prevention  trust  funds, 
and  HHS  Secretary  Louis  Sullivan's  Initiative  on  Child  Abuse  and 
Neglect,  which  seeks  increased  public  involvement  in  combatting 
maltreatment.  According  to  Horn,  home  visiting  programs  help 
families  care  for  their  children  and  reduce  accidents,  abuse,  and  neglect. 
However,  he  questioned  whether  home  visiting  reduces  the  incidence 
of  sexual  abuse.  Horn  warned  that  home  visiting  is  not  a  panacea  for 
abuse  problems,  but  concluded  that  it  can  be  effective  as  part  of  a 
comprehensive  endeavor  that  links  families  to  medical  and  social 
supports  in  the  context  of  other  prevention  efforts. 

Anne  Cohn  Donnelly,  D.P.H.,  Executive  Director,  National  Committee 
for  Prevention  of  Child  Abuse  (NCPCA),  Chicago,  IL,  released  1991 
child  abuse  and  neglect  statistics,  which  show  sharp  increases  in  child 
abuse  reports  and  fatalities.  Child  abuse  reports  climbed  to  over  2.6 
million  -  42  reports  for  every  1,000  children  in  the  United  States. 
This  is  6%  higher  than  the  number  reported  in  1990,  and  40%  higher 
than  in  1985.  Reported  child  abuse  fatalities  rose  in  1991  by  10%  over 
the  number  reported  in  1990,  and  now  represent  four  children  a  day. 
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Cohn  Donnelly  cited  an  annual  NCPCA  national  survey  which,  this 
year,  found  that  most  Americans  believe  physical  and  verbal 
punishment  are  detrimental  to  child  well-being.  Eighty  percent  of  the 
public  believe  physical  punishment  can  lead  to  injury,  and  93%  feel 
that  repeated  verbal  abuse  can  lead  to  long-term  emotional  harm. 
Citing  this  public  concern,  the  rise  in  child  abuse  reports,  and  the 
nation's  $2  billion  investment  in  investigation  and  largely  ineffective 
treatment  of  child  abuse  cases,  Cohn  Donnelly  called  for  a  major 
investment  shift  to  child  abuse  prevention,  and  outlined  NCPCA's 
national  initiative,  "Healthy  Families  America."  The  project's  goal  is 
to  replicate  the  successful  Hawaii  Healthy  Start  voluntary  neo-natal 
home  visiting  program  throughout  the  nation.  The  program  provides 
an  array  of  services  to  new  parents,  including  intensive  training  and 
supervision  in  parenting  skills,  and  an  array  of  medical,  child 
development,  and  social  services.  In  a  recent  NCPCA  poll,  74%  of  the 
public  approved  of  government  support  for  home  visiting  programs. 
Cohn  Donnelly  argued  that  an  investment  in  home  visiting  programs 
for  all  new  parents,  as  well  as  screening  for  high-risk  families,  is  the 
'most  effective  strategy  to  prevent  child  abuse  because  home  visiting 
teaches  parents  alternatives  before  abuse  occurs,  thus  saving  lives  and 
money. 

Susan  A.  Kelly,  MSW,  Program  Director,  Families  First,  Michigan 
Department  of  Social  Services,  Division  of  Child  and  Family  Services, 
Lansing,  ML  criticized  the  nation's  reliance  on  foster  care  as  a  first 
resort  to  protect  children.  More  than  500,000  children  currently  are  in 
the  foster  care  system,  and  the  number  is  growing  annually.  Kelly 
testified  that,  while  some  children  should  be  cared  for  outside  their 
homes,  too  many  children  are  placed  in  foster  care  without  initial 
attempts  to  remove  risks  and  save  families.  She  stated  that  removing 
children  from  their  homes  and  placing  them  in  foster  care  can  lead  to 
trauma,  loss  of  self-esteem  and  identity,  and  abuse,  citing  a  1984 
study  that  found,  for  every  1,000  children  in  foster  care,  30  were 
abused.  Kelly  outlined  FAMILIES  FIRST,  a  Michigan  program  that 
promotes  self-sufficiency  and  self-determination  in  families  by  providing 
intensive  emergency  services  to  help  families  and  avert  removal  of 
children.  These  short-term,  intensive,  home-based  services  have 
enabled  80%  of  families  served  by  FAMILIES  FIRST  to  remain  intact, 
decreasing  costly  long-term  dependence  on  foster  care  and  government 
support.  Program  funding  was  accomplished  by  redirecting  less  than 
10%  of  Michigan's  state  out-of-home  funds.  Kelly  called  for  increased 
federal  support  of  family  preservation  programs,  and  equal  spending  on 
these  efforts  and  foster  care. 
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Gail  Breakey,  RN,  MPH,  Director,  Hawaii  Family  Stress  Center, 
Honolulu,  HI,  discussed  Hawaii's  Healthy  Start  program  to  prevent 
abuse  and  neglect.  The  voluntary  home  visiting  program  identifies  at- 
risk  families  and  links  them  with  supportive  health  care  and  social 
services.  Program  participation  by  1,204  families  has  yielded  nearly 
100%  non-abuse  and  non-neglect  rates.  Breakey  attributed  Healthy 
Start's  success  to  its  comprehensive  approach  to  meet  diverse  needs  of 
at-risk  children  and  their  families,  including  prevention  of  abuse, 
prevention  of  and  early  intervention  with  developmental  delays, 
promotion  of  child  health,  and  strengthening  of  families.  The  program 
screens  hospital  patients  receiving  obstetrical  services  to  identify 
families  in  need  of  services;  between  85%  and  95%  enroll. 
Paraprofessional  home  visitors  establish  a  trusting  relationship  with 
families,  help  them  secure  nutritional  assistance,  such  as  WIC,  and 
public  housing,  if  needed,  and  link  them  to  a  primary  care  provider 
for  continuity  of  well  and  sick  care  for  the  infant,  spouse  abuse  services 
as  needed,  and  other  services.  A  child  development  specialist  ideally 
assists  home  visitors  in  monitoring  and  facilitating  the  development  of 
children,  and  in  teaching  parents  developmental  stages,  child  care,  and 
parent-child  interaction.  Breakey  warned  that  the  costs  of  not 
providing  home  visiting  services  can  be  great.  While  it  costs  over 
$123,000  to  keep  one  child  in  foster  care  until  the  age  of  majority,  the 
average  cost  of  serving  one  family  within  the  Healthy  Start  program  is 
$2,200  to  $2,500.  In  addition,  many  dysfunctional,  dependent,  and 
dangerous  adults  were  abused  as  children.  A  study  of  100  consecutive 
first-time  offenders  found  that  86%  had  been  abused  before  age  two. 
Breakey  concluded  that  the  technology  exists  to  prevent  child  abuse, 
and  that  we  cannot  afford  to  ignore  it. 

David  L.  Olds,  Ph.D.,  Associate  Professor,  Department  of  Pediatrics, 
University  of  Rochester  School  of  Medicine  and  Dentistry,  Rochester, 
NY,  lamented  a  national  emergency  facing  families,  marked  by  high 
rates  of  child  abuse  and  neglect,  child  injury,  preterm  delivery,  low 
birthweight,  and  unintended  pregnancies.  Olds  argued  that  these 
conditions  reflect  the  dissolution  of  adequate  support  for  parents,  and 
he  praised  the  renaissance  of  interest  in  preventive  home  visiting  family 
services  as  a  step  toward  decisive  action.  Olds  reported  study  findings 
that  home  visits  by  community  health  nurses  during  pregnancy  and  the 
early  childhood  years  improved  the  health  and  well-being  of  women  and 
children.  The  study  found  that  an  Elmira,  New  York,  nurse  home 
visitation  program  reduced  cases  of  abuse  during  the  first  two  years  of 
life  by  80%,  increased  months  in  which  the  mother  was  employed  by 
82%,  reduced  subsequent  pregnancies  by  43%,  and  produced  significant 
government  cost  savings.  In  addition,  Olds  found  this  type  of  home- 
visitation  program  for  low-income  women  and  children  to  be  cost- 
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effective:  women  in  the  program  used  $3,300  less  in  government 
services  during  the  first  four  years  after  delivery  than  did  their 
comparison  group  counterparts.  Olds  emphasized  that  not  all  home 
visitation  programs  work,  and  recommended  that  a  national  conference 
be  held  to  assess  various  models  and  policy  development. 

Bernard  C.  Watson,  Ph.D.,  President  and  Chief  Executive  Officer.  The 
William  Penn  Foundation,  Philadelphia,  PA,  described  the  development 
and  planning  of  the  William  Penn  Foundation's  Child  Abuse 
Prevention  Initiative,  which  granted  14  agencies  in  the  Greater 
Philadelphia  area  $7.1  million  to  provide  preventive  services  to  high- 
risk  families.  In  a  review  of  pre-existing  public  policy,  the  Foundation 
found  that  Pennsylvania  law  encouraged  intervention  after  abuse 
occurred;  no  public  funds  supported  preventive  measures  to  assist 
families  at  risk  of  abusing  or  neglecting  their  children.  The  Initiative 
projects  had  three  major  components  -  parenting  education,  family 
support  in  crisis  situations,  and  support  for  isolated  parents.  Activities 
included  home  visiting,  parenting  groups,  respite  care,  and  individual 
and  family  therapy.  The  National  Committee  for  the  Prevention  of 
Child  Abuse  evaluated  the  program  and  found  that  all  14  projects  were 
successful  in  reducing  parental  potential  for  maltreating  children  and 
in  teaching  effective  parenting  skills.  Moreover,  the  positive  effects  of 
project  activities  were  retained  and  enhanced  following  the  conclusion 
of  participation.  The  National  Committee  concluded  that,  while  no 
single  intervention  is  equally  successful  with  all  individuals,  important 
program  components  include  intensive  client  contact,  multiple 
intervention  types,  aggressive  community-based  outreach  methods,  direct 
child  services,  encouragement  of  parent-child  interaction,  integration  of 
prevention  programs  into  a  broader  network  of  social  services,  and 
competent  and  empathetic  staff.  Watson  advocated  increased 
government  support  for  preventive  projects.  He  argued  that  child 
abuse  prevention  is  cost-effective  and  that  family  preservation  is  more 
humane  than  the  injurious  and  deadly  consequences  of  doing  nothing. 
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KEEPING  KIDS  SAFE: 
EXPLORING  PUBLIC/PRIVATE  PARTNERSHIPS 
TO  PREVENT  ABUSE  AND  STRENGTHEN  FAMILIES 

A  FACT  SHEET 


FAMILY  PRESERVATION  PROGRAMS  KEEP  FAMILIES 
TOGETHER/PROVE  TO  BE  WISE  INVESTMENT 

•  Studies  have  shown  that  on  average  80%  of  the  families  receiving 
family  preservation  services  (based  on  original  Homebuilder  model 
program)  have  remained  together  one  year  after  the  intervention 
has  ended.  (Edna  McConnell  Clark  Foundation  [EMCF],  1992) 

•  While  the  estimated  annual  cost  of  care  in  institutional  settings 
ranges  from  $10,000  to  $50,000  per  child  nationwide,  family 
preservation  services  range  from  $2,500  to  $5,000  per  family,  and 
even  less  per  child.  (Center  for  the  Study  of  Social  Policy  [CSSP], 
1991) 

•  Between  1988  and  1990,  new  foster  care  placements  in  Michigan 
rose  by  28%  in  counties  without  Families  First  -  the  State's 
comprehensive  family  preservation  program  -  and  declined  by 
10%  in  counties  with  family  preservation  services.  The  Michigan 
Department  of  Social  Services  estimates  that  without  Families 
First,  from  904  to  1,532  more  children  would  have  been  in  foster 
care  on  September  30,  1990,  than  were  actually  in  care,  a  savings 
to  the  State  of  $9  million  to  $15  million.  (CSSP,  1991) 

•  In  New  York  City,  the  average  cost  of  family  preservation  services 
was  $5,000  per  child,  compared  with  $13,500  per  year  in  foster 
care.  (CSSP,  1991) 

•  In  Denver,  Colorado,  93%  of  families  remained  together  six 
months  after  receiving  family  preservation  services  and  83%  were 
still  together  one  year  post-services.  (Denver  Family  Preservation 
and  Reunification  Program,  1991) 

COMPREHENSIVE,  EARLY  HOME  VISITATION  PROGRAMS  WORK 
AND  SAVE  MONEY 

•  From  1987-89  Hawaii's  statewide  home  visitation  program,  Healthy 
Start,  reached  1,204  families  at  an  estimated  cost  of  $2,200  to 
$2,500  per  family  (may  include  more  than  one  family).  By 
constrast,  the  average  cost  of  one  child  in  protective  services  to 
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the  age  of  majority  is  $123,000.  Healthy  Start  had  a  99.7% 
success  rate  in  stopping  abuse  and  a  99.5%  success  rate  in  ending 
neglect.  (Hawaii  Department  of  Health,  1992;  Breakey,  1992) 

•  In  a  comparison  study  of  400  women  at  risk  for  poor  pregnancy 
and  child  health  outcomes,  there  was  an  80%  reduction  in  the 
incidence  of  state-verified  cases  of  child  abuse  among  poor 
unmarried  teenagers  who  received  nurse  visitation  during  the  first 
two  years  after  the  delivery  of  the  first  child.  Low-income  women 
who  were  visited  by  nurses  used  $3,300  less  in  other  government 
services  during  the  first  four  years  after  delivery  of  the  first  child 
than  did  their  low-income  counterparts  in  the  comparison  group. 
(Olds,  1992) 

•  In  Oregon,  10%  of  all  children  in  families  with  teen  parents  were 
abused.  If  these  families  had  been  served  by  the  Oregon 
Children's  Trust  Fund  Teen  Programs,  which  include  home 
visiting,  parenting  classes,  and  support  groups,  it  is  projected  that 
only  2%  would  have  been  abused  or  neglected.  (Oregon 
Children's  Trust  Fund,  1991) 

WITH  LIMITED  PREVENTION  RESOURCES,  SYSTEMS 
OVERWHELMED/OUT-OF-HOME  PLACEMENTS  SOAR 

•  From  the  start  of  1986  to  the  end  of  1991,  there  was  a  49% 
increase  in  out-of-home  placements,  from  273,000  to  407,000.7  In 
1988,  minority  children  constituted  46%  of  those  placed  out-of- 
home.  (American  Public  Welfare  Association,  1991) 

•  Between  25%  and  50%  of  all  child  abuse  fatalities  occur  in 
families  that  are  known  to  the  local  child  protection  agency. 
(Martinez,  1986) 

•  Federal  funding  for  foster  care  increased  almost  600%  between 
1981  and  1991,  while  funds  for  prevention  rose  only  78%.  When 
Federal  and  state  funds  are  added  together,  more  than  $9  billion 
was  spent  on  out-of-home  placement  in  1991.  (U.S.  Department 
of  Health  and  Human  Services,  1991;  EMCF,  1992) 

•  In  1991,  of  44  states  providing  funding  information,  almost  one- 


Out-of-home  placements  include  family  foster  care,  group  homes,  child  care 
facilities,  and  emergency  shelter  care. 
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sixth  experienced  cuts  and  half  the  states  had  no  increase  in  their 
1991  child  welfare  budgets.  (National  Committee  for  Prevention 
of  Child  Abuse  [NCPCA],  1992) 

DRUG  AND  ALCOHOL  ABUSE  FUEL  THE  CHILD  ABUSE  CRISIS 

•  A  ten-state  survey  of  public  child  welfare  agencies  revealed  that  in 
1991,  36.8%  of  305,716  children  served  were  from  families  in 
which  a  family  member  abused  alcohol  or  drugs.  In  a  survey  of 
not-for-profit  child  welfare  agencies  nationwide,  57.4%  of  111,927 
cases  involved  alcohol  or  drug  use.  (Child  Welfare  League  of 
America,  1992) 

•  Estimates  from  14  states  show  that  in  1991  approximately  32%  of 
substantiated  child  abuse  cases  involved  substance  abuse. 
(NCPCA,  1992) 

•  According  to  a  1990  Pennsylvania  study  of  parents  who  neglected 
their  children,  30%  stated  that  someone  in  their  home  had  a  drug 
or  alcohol  problem  in  the  last  three  years;  28%  of  the  parents  had 
been  assessed  as  having  substance  abuse  problems  at  the  time  of 
intake.  (National  Resource  Center  on  Family-Based  Services, 
1990) 

•  In  a  1989  study  of  African-American  children  in  foster  care,  drug 
abuse  was  listed  as  a  contributing  factor  in  36%  of  the  placements. 
(National  Black  Child  Development  Institute,  1989) 

MILLIONS  OF  YOUNG  CHILDREN  ABUSED  EACH  YEAR 

•  In  1991,  there  were  more  than  2.6  million  reports  of  child  abuse, 
an  increase  of  more  than  6%  since  1990  and  40%  since  1985. 
Nearly  1,400  children  were  fatal  victims  of  maltreatment,  almost 
an  11%  increase  in  child  abuse  fatalities  since  1990.  Almost  80% 
of  children  who  died  as  a  result  of  abuse  or  neglect  were  under 
age  5;  56%  were  infants  one  year  or  younger.  (NCPCA,  1992) 

•  Estimates  of  national  child  abuse  and  neglect  substantiation  rates 
vary  from  35%  to  53%.  In  1987,  there  were  700,000  substantiated 
cases,  up  from  more  than  400,000  cases  in  1980.2  (American 
Association  for  Protecting  Children,  1991) 


"Substantiated  case"  implies  a  degree  of  certainty  that  a  child  involved  is  at-risk 
and,  in  many  states,  that  some  level  of  intervention  is  warranted  in  the  child's  behalf. 


22 


A  1991  state  survey  of  child  maltreatment  indicated  that  25%  of 
reported  abuse  cases  were  due  to  physical  abuse,  48%  to  neglect, 
15%  to  sexual  abuse,  and  6%  to  emotional  maltreatment  or  other 
(abandonment  and  dependency).  In  26  of  the  responding  states, 
less  than  1%  of  reported  abuse  cases  took  place  in  a  foster  care 
or  child  care  setting.  (NCPCA,  1992) 

In  1989,  there  were  7,224  confirmed  victims  of  child  abuse  and 
neglect  in  Colorado,  a  decrease  of  4%  from  the  previous  year. 
Between  1987  and  1988,  however,  child  abuse  reports  increased 
24%.  Of  confirmed  reports,  36%  were  due  to  physical  abuse,  37% 
to  neglect,  and  27%  to  sexual  abuse.  From  1985  to  1990,  there 
were  255  child  abuse  fatalities.  (Colorado  Police  Academy  Team 
on  Families  and  Children  at  Risk,  October,  1990) 


April  2,  1992 
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HEARING  SUMMARY 

HEALTH  CARE  REFORM: 
HOW  DO  WOMEN,  CHILDREN,  AND  TEENS  FARE? 

Washington,  D.C.,  May  5,  1992 


The  Select  Committee  on  Children,  Youth,  and  Families  held  a  hearing 
"Health  Care  Reform:  How  Do  Women,  Children,  and  Teens  Fare?"  to 
explore  the  special  problems  that  women,  children,  and  teens 
experience  in  gaining  access  to  health  care.  Witnesses  testified  that 
even  families  with  health  insurance  do  not  receive  the  basic  preventive 
care  they  need  because  of  inadequacies  in  their  coverage,  and  other 
structural  and  access  barriers  to  health  services. 

Kathleen  Renshaw,  Parent,  accompanied  by  Marisa  Harvey,  Age  8, 
Encinitas,  CA,  described  how  her  family  was  forced  into  a  "sick  pool" 
by  their  insurance  company  after  her  daughter  Marisa's  surgery  for  a 
kidney  blockage.  The  family  was  forced  to  drop  its  insurance  after  its 
annual  premiums  climbed  to  $16,000.  To  maintain  health  services 
under  California  Children's  Services,  the  state  health  program  for 
children  with  special  health  care  needs,  the  Renshaws  have  turned 
down  salary  increases  and  may  have  to  legally  separate  to  allow  Mrs. 
Renshaw  to  qualify  for  insurance  as  a  single  parent. 

Joan  and  Mike  Weaver,  Parents,  Lorton,  VA,  testified  that  their  son, 
Steven,  diagnosed  with  Juvenile  Diabetes,  was  covered  by  insurance 
until  the  policy  expired.  Steven  was  denied  further  insurance  coverage 
because  of  his  pre-existing  condition.  The  Weavers  were  forced  to  give 
up  insurance  coverage  for  their  son  and  pay  over  $20,000  in  out-of- 
pocket  expenses  for  their  son's  medical  care.  As  a  result,  they  have 
had  to  forgo  their  dream  of  ever  owning  a  home.  To  obtain  the 
promise  of  coverage,  Mr.  Weaver  recently  switched  jobs,  with  a 
significant  reduction  in  salary. 

Sarah  S.  Brown,  M.P.H.,  Senior  Study  Director,  National  Forum  on 
the  Future  of  Children  and  Families,  Institute  of  Medicine/National 
Research  Council,  Washington,  DC,  discussed  health  care  reform 
meeting  the  needs  of  children,  pregnant  women,  and  teenagers.  She 
described  health  care  reform  proposals  discussed  at  workshops  held  by 
the  National  Forum,  including  "multipayer"  (public  and  private  funds) 
and  "single-payer"  (public  funds  only)  plans.  Forum  participants  agreed 
that  the  health  care  needs  of  children  and  pregnant  women  will  best  be 
served  by  a  policy  that  attends  to  this  overwhelmingly  uninsured 
segment  of  society.  Highlights  of  the  health  care  policy  goals  identified 
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by  Forum  participants  include:  ensuring  access  to  health  care  for  all 
children  and  pregnant  women;  emphasizing  primary  and  preventive  care 
in  coverage;  providing  health  services  by  qualified,  diverse  providers; 
considering  existing  government  grant  programs  in  maternal  health 
when  reforming  health  care;  accommodating  the  special  needs  of 
children  and  pregnant  women  through  cost  management  measures;  and 
reducing  administrative  complexity  of  the  health  care  system  from  the 
perspective  of  both  providers  and  consumers.  According  to  Brown, 
since  the  report  was  released,  a  troubling  response  has  been  that  these 
are  issues  to  be  worked  out  after  the  fact,  probably  through  regulations. 
If  such  issues  are  still  perceived  of  as  marginal,  then  "our  work  is  cut 
out  for  us  all  --  to  bring  these  topics  up  again  and  again,  until  they 
attain  the  same  prominence  as  those  currently  on  the  table." 

Richard  P.  Nelson,  M.D.,  President  Association  of  Maternal  and  Child 
Health  Programs  (AMCHP):  Director,  Child  Health  Specialty  Clinics 
and  Associate  Professor  of  Pediatrics,  University  of  Iowa,  Iowa  City,  IA, 

described  the  AMCHP  principles  for  developing  a  health  care  system 
to  meet  the  needs  of  women,  children,  and  teens  including  universal 
access  to  care,  public  health  prevention  and  promotion,  consumer  and 
family  involvement  in  health  care  system  design,  and  federal,  state,  and 
local  health  agencies  taking  active  roles  in  reform.  Dr.  Nelson  stressed 
that  although  the  major  health  care  reform  proposals  include  coverage 
for  a  number  of  preventive  services,  they  limit,  or  do  not  cover  support 
services  needed  by  low  income  families  with  special  health  care  needs. 
Dr.  Nelson  stated  that  AMCHP  recommends  support  of  current  public 
health  programs  until  further  reforms  can  be  developed  and 
implemented.  These  include  the  Title  V  Maternal  and  Child  Health 
program,  programs  targeted  to  specific  problems  such  as  immunization 
and  lead  poisoning,  and  programs  for  underserved  areas  such  as 
community  health  centers. 

Edmund  F,  Haislmaier,  Health  Care  Policy  Analyst,  Heritage 
Foundation,  Washington,  DC,  discussed  the  underlying  causes  of  health 
care  problems,  and  reviewed  the  Heritage  Foundation's  consumer 
choice  health  reform  proposal.  He  stated  that  the  principal  reason  why 
the  health  care  system  is  in  trouble  is  the  current  tax  treatment  of 
health  benefits.  According  to  Haislmaier,  because  workers  are  not 
directly  involved  in  the  purchase  of  health  care  coverage,  they  are  not 
motivated  to  seek  out  the  best  value  in  health  care.  The  Heritage 
Foundation's  proposal  gives  the  consumer  direct  control  over  health 
spending  by  converting  money  now  spent  on  employee  health  benefits 
into  cash  wages  and  providing  individuals  and  families  with  new  tax 
credits  for  money  spent  both  on  health  insurance  and  on  out-of-pocket 
medical  care.  All  heads  of  households  would  be  required  to  purchase 


25 


a  basic,  catastrophic  health  insurance  policy  covering  themselves  and 
their  family  members.  Haislmaier  suggested  that  women  and  children 
will  benefit  because  consumer  choice  will  bring  about  better  value 
health  care,  better  access  to  care,  and  new  incentives  for  preventive 
care. 

Robert  L.  Johnson,  M.DM  F.A.A.P.,  Director,  Division  of  Adolescent 
Medicine,  New  Jersey  Medical  School,  Newark,  NY;  and  Chair  of  the 
Board,  The  Center  for  Population  Options,  Washin2ton,  DC,  testified 
that  adolescence  is  poorly  understood  within  the  health  care  system 
and  explained  the  developmental,  biological  and  psychological  changes 
that  occur  during  the  teen  years,  which  require  special  understanding 
and  attention  by  health  care  providers.  Highlights  of  health  care 
barriers  for  teens  include  financial  access,  geographic  barriers/failure  of 
programs  to  be  comprehensive,  and  attitudinal  barriers/health  care 
provider  inadequacies.  Dr.  Johnson  recommended  developing  a  health 
consumer  profile  of  the  adolescent;  attending  to  the  unique 
developmental  and  psychosocial  issues  of  children;  assuring  full 
confidential  access  to  care;  developing  user-friendly  and  flexible  health 
care;  and  designing  comprehensive  programs. 

*       *  * 


HEALTH  CARE  REFORM: 
HOW  DO  WOMEN,  CHILDREN,  AND  TEENS  FARE? 

A  FACT  SHEET 


RISING  HEALTH  CARE  COSTS  THREATEN  AMERICAN  FAMILIES 

•  In  1991,  the  U.S.  spent  an  average  of  $6,535  per  family  for  health 
care  expenses,  of  which  families  paid  two-thirds  (66%),  and 
businesses  paid  the  remainder.  Between  1980  and  1991,  average 
health  payments  by  families  increased  by  147%.  In  1991,  average 
health  care  expenses  consumed  11.7%  of  family  income,  up  from 
9%  in  1930.  By  the  year  2000,  health  care  costs  will  consume  a 
projected  16.4%  of  average  family  income.  (Families  USA 
Foundation,  1991) 

•  During  the  past  decade,  the  proportion  of  employers  who  paid 
100%  of  the  annual  premium  for  family  coverage  declined  from 
51%  to  23%.  Between  1980  and  1991,  the  share  of  employer- 
sponsored  health  insurance  premiums  paid  by  employees  increased 
from  18%  to  23%.     (Congressional  Research  Service,  1992; 
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Families  USA  Foundation,  1991) 

MILLIONS  OF  CHILDREN,  TEENS,  AND  WOMEN  LEFT 
UNINSURED 

•  In  1990,  an  estimated  12.2  million  children  and  youth  under  21 
had  no  health  care  coverage.  Almost  one-third  of  Hispanic 
children  and  nearly  half  of  African-American  children  are  not 
covered  by  private  or  public  health  insurance  compared  with  17% 
of  white  children.  In  1988,  one  out  of  three  poor  adolescents 
(ages  10-18)  was  not  covered  by  Medicaid.  (Employee  Benefit 
Research  Institute  [EBRI],  1992;  National  Black  Child 
Development  Institute,  1991;  Delgado,  1991;  Office  of  Technology 
Assessment  [OTA],  1991) 

•  Two-thirds  of  children  under  18  who  lacked  health  insurance  lived 
in  families  with  incomes  above  the  Federal  poverty  level.  In  1990, 
two-thirds  of  uninsured  children  and  teens  under  age  18  were  in 
families  whose  head  of  household  was  employed  year-round  and 
Oone-fourth  were  in  families  where  the  head  of  household  was 
insured.  Children  were  most  likely  to  be  uninsured  if  their  family 
head  was  either  working  in  a  business  with  fewer  than  25 
employees  (27%)  or  self-employed  (24%).  (EBRI,  1992) 

•  One  in  four  women  in  their  childbearing  years  has  no  health 
insurance  coverage  for  maternity  care.  In  1990,  an  estimated 
433,000  women  who  delivered  babies  had  no  health  insurance. 
(Institute  of  Medicine  [IOM],  1988;  National  Commission  on 
Children,  1991) 

CURRENT  HEALTH  CARE/INSURANCE  SYSTEM  FAILS  TO 
PROTECT  CHILDREN  AND  TEENS 

•  In  1991,  only  43%  of  children  had  been  adequately  immunized 
against  childhood  diseases  by  age  two,  according  to  a  survey  of 
children  in  nine  cities.  In  1989,  only  45%  of  employment-based, 
conventional  health  insurance  plans  and  62%  of  preferred  provider 
organizations  provided  coverage  for  basic  childhood  vaccinations. 
(Cutts,  et  al.,  1992;  National  Vaccine  Advisory  Committee,  1991) 

•  Only  one  in  five  children  who  need  mental  health  treatment  and 
less  than  one  in  eight  adolescents  who  need  alcohol  or  other  drug 
abuse  treatment  receive  it.  Private  insurance  plans  are  more  likely 
to  limit  coverage  for  mental  health  and  substance  abuse  treatment 
than  other  physical  health  problems;  a  recent  survey  of  corporate 
benefit  decision  makers  found  that  more  than  half  predicted 
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restricting  or  excluding  dependent  coverage  for  mental  health  and 
drug  abuse  treatment  services.  (U.S.  Department  of  Health  and 
Human  Services,  1990;  National  Association  of  State  Alcohol  and 
Drug  Abuse  Directors,  1990;  OTA,  1991) 

CHILDREN  AND  YOUTH  WITH  DISABILITIES  AND  THEIR 
FAMILIES  FACE  SPECIAL  HARDSHIP 

•  In  1988,  nearly  20  million  children  under  age  18  were  reported 
to  have  one  or  more  chronic  illnesses.  Of  this  population,  an 
estimated  one  million  children  had  severe  chronic  illnesses,  and 
accounted  for  19%  of  physician  contacts  and  33%  of  hospital  days 
related  to  chronic  illness.  Two-thirds  of  disabled  children  have 
private  health  insurance,  but  only  three  of  every  five  disabled 
children  living  in  poverty  are  covered  by  Medicaid.  Overall,  nearly 
one  half  million  disabled  children  are  without  any  form  of  health 
insurance.  (Newacheck  and  Taylor,  1992;  Newacheck,  1990) 

•  Despite  the  fact  that  youth  with  disabilities  make  almost  three 
times  more  physician  visits  annually,  and  spend  6  to  9  times  as 
many  days  hospitalized  as  their  nondisabled  peers,  one  of  every 
five  disabled  young  adults  (ages  19-24),  and  one  of  every  seven 
disabled  adolescents  (ages  10-18),  are  uninsured.  (Newacheck, 
1989;  McManus,  Newacheck,  and  Greaney,  1990) 

•  Children  with  disabilities  are  often  unable  to  qualify  for  private 
coverage  due  to  pre-existing  condition  exclusions  and  waiting 
periods  used  by  a  growing  number  of  employers.  In  a  study  of 
713  children  with  chronic  illness,  10%  of  parents  had  health 
insurance  which  excluded  coverage  for  some  or  all  of  the  child's 
care  and  20%  had  medical  debts.  Half  of  the  children  failed  to 
receive  preventive  or  habilitative  care.  (Maternal  and  Child 
Health  Policy  Research  Center,  1992;  Birnbaum,  Guyot,  and 
Cohen,  1989) 

•  In  a  survey  of  parents  of  disabled  children,  54%  reported 
dissatisfaction  with  their  medical  insurance  and  40%  reported 
significant  aspects  of  home  care  were  not  covered.  Cost  savings 
to  Federal,  state,  and  local  government  resulting  from  a  transition 
to  home  care  from  a  hospital  or  long-term  care  setting  range  from 
$100,000  to  $170,000  per  child  annually.  (Human  Services 
Research  Institute,  1989;  McGauley,  1989) 
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MILLIONS  OF  CHILDREN  AND  FAMILIES  LACK  ACCESS  TO 
BASIC  HEALTH  CARE 

•  In  1990,  43  million  Americans  lacked  access  to  primary  health 
services  due  to  their  economic  situation,  health  status,  or 
geographic  proximity  to  primary  care  providers.  More  than  three- 
fourths  (78%)  of  the  medically  underserved  reside  in  urban  areas. 
However,  rural  counties  were  2.8  times  more  likely  than  urban 
counties  to  be  medically  underserved.  (National  Association  of 
Community  Health  Centers,  1992) 

•  Seven  million  children  do  not  receive  routine  medical  care. 
Children  from  low-income  families  are  less  likely  than  other 
children  to  receive  physical  examinations,  vision  testing, 
immunizations,  and  dental  care.  (National  Association  of 
Children's  Hospitals  and  Related  Institutions,  1989;  Newacheck 
and  Halfon,  1988) 

•  Adolescents  ages  10-18  are  less  likely  to  utilize  private  office-based 
primary  care  physicians  than  any  other  age  group,  averaging  1.6 
visits  per  person  per  year.  White  adolescents  made  89.2%  of  all 
visits  to  private  office-based  physicians,  compared  with  8.7%  by 
African-American  youth  and  7.3%  by  adolescents  of  Hispanic 
ethnicity.  (OTA,  1991) 

UNINSURED  RECEIVE  LESS  HEALTH  CARE  AND  ARE  LESS 
HEALTHY 

•  Babies  whose  parents  have  no  health  insurance  are  30%  more 
likely  to  die  or  be  seriously  ill  at  birth,  according  to  a  study  of 
more  than  100,000  births  in  the  San  Francisco  Bay  area.  Among 
nearly  30,000  sick  newborns  treated  in  California  hospitals,  those 
without  health  insurance  were  discharged  from  the  hospital  2.5 
days  sooner  than  insured  infants,  and  received  services  that  cost 
28%  less.  (Braveman,  1989;  Braveman,  et  al.,  1991) 

•  A  1989  survey  of  1,066  Massachusetts  households  found  that 
uninsured  children  and  teens  (under  age  18)  made  50%  fewer 
physician  visits  per  year  and  were  more  than  50%  less  likely  to 
be  hospitalized  than  children  who  were  insured.  One  in  ten 
residents  who  lacked  health  insurance  reported  not  obtaining 
medical  care  due  to  financial  reasons,  compared  with  1%  of  those 
with  insurance.  (Blendon,  et  al.,  1992) 

•  In  1989,  one-fourth  of  babies  born  had  mothers  who  did  not 
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obtain  prenatal  care  in  the  critical  first  trimester.  Two-thirds  of 
women  without  health  insurance  do  not  begin  prenatal  care  in 
the  first  trimester,  compared  with  one-fifth  of  privately  insured 
women.  (National  Center  for  Health  Statistics,  1991;  American 
Academy  of  Pediatrics,  1989) 

•  The  uninsured  are  33%  more  likely  to  be  in  fair  or  poor  health 
and  nearly  twice  as  likely  as  those  with  health  insurance  to  lack 
a  regular  source  of  health  care.  Uninsured  persons  also  have  27% 
fewer  ambulatory  visits  and  a  slightly  higher  rate  of  medical 
emergencies.  (Freeman  and  Blendon,  1987;  Robert  Wood  Johnson 
Foundation,  1987) 

HEALTH  CARE  PROVIDER  SHORTAGE  LIMITS  HEALTH  CARE 
ACCESS 

•  Over  the  past  decade,  the  number  of  communities  facing  severe 
shortages  of  primary  health  care  practitioners  has  remained 
unchanged.  More  than  33  million  Americans  live  in  areas 
designated  by  the  Federal  government  as  health  professional 
shortage  areas.  (Robert  Wood  Johnson  Foundation,  1992) 

•  Between  1978  and  1989,  the  percentage  of  pediatricians  who 
accepted  Medicaid  patients  decreased  from  85%  to  77%.  Nearly 
40%  of  pediatricians  who  accepted  any  Medicaid  patients  during 
1989  reported  limiting  their  access  to  care,  an  increase  of  52% 
since  1978.  (Yudkowsky,  et  al,  1990) 

•  The  majority  of  adolescents  receive  their  medical  care  from 
providers  who  have  not  received  subspecialty  training  in  adolescent 
health.  There  are  estimated  to  be  only  one  adolescent  medicine 
specialist  for  every  20,500  adolescents  and  one  adolescent 
psychiatrist  for  every  5,000  adolescents.  (OTA,  1991) 

•  In  1988,  nearly  two-thirds  (62%)  of  rural  counties  reported  having 
no  obstetrician  and  a  slightly  greater  number  reported  having  no 
pediatrician.  (Center  on  Budget  and  Policy  Priorities,  1991) 

NUMEROUS  OTHER  BARRIERS  TO  HEALTH  CARE  IMPEDE 
ACCESS  FOR  CHILDREN  AND  FAMILIES 

•  When  insurance  status  and  financial  factors  are  held  constant  and 
services  are  accessible,  differences  between  poor  and  nonpoor 
families'  utilization  of  health  care  almost  disappear.  (Klerman, 
1991) 
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Among  women  who  received  inadequate  prenatal  care, 
transportation  difficulties  were  cited  by  23%  as  a  barrier  to  care, 
while  22%  cited  fear  of  doctors,  16%  cited  lack  of  child  care,  10% 
reported  cultural  biases  against  male  providers,  and  7%  cited 
inability  to  arrange  time  off  work.  (General  Accounting  Office, 
1987) 

Nonfinancial  and  nonlegal  barriers  to  health  care  for  adolescents 
include  lack  of  availability  and  willingness  of  physicians  to  treat 
adolescents,  inconsistencies  between  adolescents'  perceived  needs 
and  the  care  provided  by  physicians,  adolescents'  concerns  about 
confidentiality,  and  physicians'  and  other  health  care  providers' 
lack  of  competence  to  identify  and  treat  the  health  problems  of 
teens.  (OTA,  1991) 


May  2,  1992 
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HEARING  SUMMARY 

CONFRONTING  THE  IMPACT  OF  ALCOHOL  LABELING  AND 
MARKETING  ON  NATIVE  AMERICAN  HEALTH  AND  CULTURE 

Washington,  DC,  May  19,  1992 


On  May  19,  1992,  the  Select  Committee  on  Children,  Youth,  and 
Families  held  a  hearing,  "Confronting  the  Impact  of  Alcohol  Labeling 
and  Marketing  on  Native  American  Health  and  Culture,"  to  explore 
public  health  and  cultural  effects  of  alcohol  beverage  labeling  and 
marketing  on  Native  Americans.  The  hearing  focused  attention  on  a 
malt  liquor  currently  sold  in  14  states  and  the  District  of  Columbia 
under  the  brand  name  "Crazy  Horse."  Witnesses  protested  the  use  of 
cultural  symbols  to  target  and  advertise  alcohol  to  at-risk  groups. 

Antonia  C.  Novello,  M.D.,  M.P.H.,  Surgeon  General  U.S.  Public  Health 
Service,  Department  of  Health  and  Human  Services,  Washington,  DC, 
detailed  the  public  health  costs  of  alcoholism  among  Native  Americans, 
who  have  a  rate  of  alcoholism  six  times  greater  than  that  of  the  general 
population.  The  incidence  of  Fetal  Alcohol  Syndrome  in  Native 
American  infants  is  20  times  higher  than  among  U.S.  infants  as  a  - 
whole.  While  drinking  among  white  youth  begins  to  decline  after  22 
years  of  age,  Native  American  young  adults  experience  no  such  decline. 
Novello  noted  that  more  than  half  of  Native  Americans  live  in  or  near 
urban  areas,  and  she  criticized  the  targeting  of  "Crazy  Horse"  malt 
liquor  to  these  communities.  She  lamented  the  inability  of  the  Bureau 
of  Alcohol,  Tobacco  and  Firearms  to  remove  this  product  from  the 
market,  and  called  on  Native  Americans  to  join  her  in  leading  a 
national  protest  against  the  "Crazy  Horse"  marketing  strategy. 

Gregg  J.  Bourland,  Chairman,  Cheyenne  River  Sioux  Tribe,  Eagle 
Butte,  SD,  argued  that  "Crazy  Horse"  malt  liquor  dishonors  the  legacy 
of  Crazy  Horse  and  endangers  Native  American  youth  by  misleading 
them  to  believe  that  the  product  represents  the  nobility  of  their 
heritage.  Bourland  warned  that  inner-city  and  urban  youth,  living  apart 
from  reservation  life,  are  at  greatest  risk  of  incorporating  use  of  this 
product  into  their  search  for  cultural  identity.  He  discussed  tribal 
efforts  to  persuade  Hornell  Brewing  Company  to  rename  its  product, 
including  a  resolution  by  the  Cheyenne  River  Sioux  Tribe  which  cites 
Crazy  Horse's  spiritual  leadership  and  strong  opposition  to  alcohol  use. 
Bourland  likened  the  marketing  of  "Crazy  Horse"  malt  liquor 
hypothetically  to  a  "Martin  Luther  King  Beer"  or  a  "Jesus  Christ  White 
Wine,"  and  called  on  other  communities  to  join  his  tribe  in  opposing 
this  insensitive  labeling  practice. 
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Michael  I.  Her  Many  Horses,  Executive  Director,  Oglala  Sioux  Tribe, 
Pine  Ridge  Sioux  Indian  Reservation,  Pine  Ridge,  SD,  highlighted  the 
history  of  his  tribe,  the  Oglala  Lakota,  who  share  ancestry  with  Crazy 
Horse.  Her  Many  Horses  testified  that  Crazy  Horse  opposed  the 
spread  of  alcohol  abuse,  common  among  white  people  of  his  era,  to  his 
tribe,  yet  he  feared  that  alcohol  might  lead  to  the  downfall  of  his 
people.  He  criticized  the  crass  misuse  today,  by  white  persons,  of 
Crazy  Horse's  name  for  profit  through  liquor  sales.  Her  Many  Horses 
stated  that  the  Oglala  today  are  carrying  out  Crazy  Horse's  philosophy 
by  fighting  the  effects  of  alcohol  among  their  people  and  attempting  to 
preserve  their  culture  and  traditions.  He  said  that  the  makers  of 
"Crazy  Horse"  malt  liquor  are  violating  Native  American  civil  rights  by 
degrading  his  people's  culture.  He  pledged  to  unite  with  all  Native 
American  tribes  to  fight  this  exploitative  distribution  and  sale  of  this 
product. 

William  Earle,  Chief,  Revenue  Programs  Division,  Office  of  Compliance 
Operations,  Bureau  of  Alcohol,  Tobacco  and  Firearms  (ATF),  U.S. 
Department  of  the  Treasury,  Washington,  DC,  (accompanied  by  John 
J.  Manfreda,  Associate  Chief  Counsel,  ATF),  testified  that  statutory 
constraints  in  the  Federal  Alcohol  Administration  (FAA)  Act  limit 
ATFs  authority  to  regulate  alcohol  labeling  and  marketing  practices. 
The  FAA  Act  prohibits  any  labeling  and  advertising  claims  that  are 
false,  disparaging,  deceptive,  misleading,  or  likely  to  mislead.  It  also 
specifically  prohibits  the  use  of  a  brand  name  that  is  the  name  of  any 
living  individual  of  public  prominence,  if  the  use  of  that  name  is  likely 
to  mislead  the  consumer  into  believing  that  the  product  has  been 
endorsed,  made,  or  used  by  that  individual.  However,  without  statutory 
authority,  ATF  cannot  expand  this  prohibition  to  include  deceased 
historical  individuals  such  as  Crazy  Horse.  Earle  stated  that,  in 
response  to  ATF  labeling  and  packaging  concerns,  the  owners  of  "Crazy 
Horse"  malt  liquor  had  agreed  to  make  some  modifications  in  the 
product's  labeling.  However,  despite  numerous  complaints,  the  owners 
had  refused  to  change  the  product's  name.  Earle  said  that  ATF 
considers  the  naming  of  "Crazy  Horse"  to  be  irresponsible  and  not  in 
the  best  interest  of  the  alcoholic  beverage  industry. 

Floyd  Red  Crow  Westerman,  Actor;  Elder,  Sisseton-Wahpeton  Tribe, 
Dakota  Sioux  Nation,  Los  Angeles,  CA,  discussed  his  efforts  to  promote 
positive  images  of  Native  Americans  through  "Dances  with  Wolves" 
and  other  artistic  projects.  Westerman  emphasized  the  importance  of 
preserving  cultural  symbols,  such  as  the  name  of  Crazy  Horse,  for  the 
promotion  of  important  cultural  and  environmental  efforts.  Westerman 
pointed  to  a  lack  of  understanding  of  diverse  cultures  in  our  society, 
and  appointed  the  media  to  explore  the  ramifications  of  abuse  of 
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cultural  symbols.  He  recommended  following  a  Native  American 
teaching  that  "any  decision  made  should  be  good  for  seven  generations." 

Jason  K.  Jones,  Member,  Ctelala  Sioux  and  San  Carlos  Apache  Tribes, 
San  Carlos,  AZ,  (accompanied  by  Vivian  Juan,  Member,  Board  of 
Trustees,  United  National  Indian  Tribal  Youth,  Inc.  (UNITY), 
Oklahoma  City,  OK),  described  the  alcohol-related  challenges  that  face 
him  and  other  Native  American  youth  growing  up  on  reservations. 
Alcohol  abuse  causes  severe  problems  among  Jones'  peers,  including 
poor  self-esteem,  alcoholism,  and  sometimes  death.  Seventy  percent  of 
a  population  of  ten  thousand  on  Jones'  reservation  reportedly  have  a 
problem  with  alcohol.  Jones  cited  his  community  work  with  children 
of  alcoholic  parents  at  the  San  Carlos  Apache  Youth  Home  and  his 
attempts,  through  Youth  Helping  Youth,  to  steer  his  peers  away  from 
alcohol  as  examples  of  the  Native  American  struggle  against  alcohol 
abuse.  He  predicted  that  "Crazy  Horse"  malt  liquor,  which  had  not  yet 
appeared  on  his  reservation,  would  have  a  grave  impact  on  his  peers, 
threatening  to  distort  their  cultural  values  by  instructing  them  falsely 
that  Crazy  Horse  was  an  alcoholic.  Jones  called  for  the  removal  of 
"Crazy  Horse"  malt  liquor  from  the  market.  He  argued  that  success  in 
this  effort  would  greatly  increase  the  self-esteem  of  Native  American 
youth. 

Juan  expressed  concern  about  the  impact  of  "Crazy  Horse"  malt  liquor 
on  the  Native  American  people,  who  already  have  been  devastated  by 
the  repercussions  of  alcohol  abuse.  She  cited  the  particular  difficulties 
faced  by  youth,  shown  in  a  recent  survey  of  14,000  rural  Native 
American  teenagers.  The  study  revealed  that  1  in  4  boys  is  a  problem 
drinker  by  the  end  of  high  school,  and  that  1  in  6  teens  had  attempted 
suicide.  Juan  discussed  her  work  with  UNITY,  a  national  network  of 
Native  American  youth  organizations  that  promotes  drug  and  alcohol- 
free  activities  and  provides  opportunities  for  young  people  to  voice 
their  concerns.  At  a  UNITY  national  conference  in  1987,  youth 
members  identified  sobriety  as  their  number  one  issue  and  began  to 
implement  the  United  States  Administration  for  Native  Americans' 
national  agenda  for  Native  American  youth  by  developing  programs 
that  encourage  healthy  living.  In  order  for  the  national  agenda  to  be 
carried  out,  Juan  recommended  that  others,  including  breweries, 
support  efforts  to  improve  the  health  of  Native  American  youth,  that 
ATF  cancel  the  "Crazy  Horse"  label  approval,  and  that  a  law  require 
alcohol  contents  to  be  listed  on  liquor  labels. 

Eva  L.  Petoskev,  M.S.,  Evaluation  Coordinator,  First  American 
Prevention  Center,  Red  Cliff  Band  of  Lake  Superior  Chippewa,  Red 
Cliff,  WI,  explained  the  importance  of  using  Native  American  traditions 
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and  cultural  symbols  in  the  prevention  and  treatment  of  substance 
abuse  in  Indian  youth.  Native  American  youth  suffer  from  numerous 
substance  abuse-related  problems,  including  poverty,  high  morbidity  and 
mortality  rates,  family  breakdown,  failure  in  school,  and  unemployment. 
Consequently,  they  have  few  positive  symbols  in  their  lives.  Evidence 
suggests  that  strong  cultural  identification  among  Native  American 
youth  leads  to  lower  rates  of  substance  abuse.  Petoskey  discussed  the 
First  American  Prevention  Center's  efforts  to  use  tribal  values, 
teachings,  and  symbols  in  school  curriculum  to  treat  substance  abuse  in 
young  people,  increase  self-esteem,  and  strengthen  communities.  She 
stated  that  the  misuse  of  culturally  important  names  and  symbols  by 
"Crazy  Horse"  malt  liquor  seriously  imperils  the  progress  being  made 
to  stem  the  tide  of  alcohol  abuse.  Petoskey  told  a  traditional  story 
about  a  Native  American  elder  who  dreamed  that  her  people  were 
drowning  in  a  river  of  alcohol  and  asked  how  many  more  would  be 
allowed  to  die.  To  stop  the  dying,  Petoskey  called  for  an  end  to  the 
use  of  Native  American  symbols  and  culture  in  alcohol  marketing. 

Robert  A.  Destro,  J.D.,  Associate  Professor  of  Law,  Catholic  University 
of  America,  Washington,  DC,  outlined  constitutional  issues  surrounding 
the  regulation  of  commercial  speech.  Destro  argued  that,  unlike 
personal  and  political  speech,  commercial  speech  receives  limited  First 
Amendment  protection,  which  can  be  restricted  by  substantial 
government  interests.  He  stated  that  the  constitutionality  of 
prospective  restrictions  on  products  that  may  endanger  Native 
American  health  depends  on  the  nature  and  degree  of  the  government's 
interest.  Destro  said  that  government  may  ban  alcohol  advertising 
altogether,  but  that  it  is  more  difficult  to  define  limits  on  commercial 
speech  targeted  to  a  specific  population.  Destro  cited  Supreme  Court 
decisions  which  held  that  government  interests  in  furthering  public 
health  sometimes  justify  regulation  of  alcohol  advertising  practices. 

*       *  * 


CONFRONTING  THE  IMPACT  OF  ALCOHOL  LABELING  AND 
MARKETING  ON  NATIVE  AMERICAN  HEALTH  AND  CULTURE 

A  FACT  SHEET 


ALCOHOL  IS  A  MAJOR  CAUSE  OF  DISEASE,  INJURY  AND  DEATH 
AMONG  NATIVE  AMERICANS 

•     The  rate  of  alcoholism  among  Native  Americans  is  six  times 
greater  than  that  of  the  general  population.    Accidents  and 
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chronic  liver  disease  (cirrhosis),  the  leading  causes  of  death  for 
Native  Americans  ages  25-44,  are  alcohol-related.  (Blum,  1992; 
Indian  Health  Service,  1991) 

•  Native  American  infants  are  20  times  more  likely  to  be  born  with 
Fetal  Alcohol  Syndrome  than  other  U.S.  infants.  (National 
Institute  on  Alcohol  Abuse  and  Alcoholism,  1991) 

•  Between  1980  and  1989,  Native  Americans  in  New  Mexico  were 
nearly  eight  times  more  likely  to  die  in  pedestrian/motor  vehicle 
crashes  and  30  times  more  likely  to  die  of  hypothermia  than 
whites,  and  90%  were  highly  intoxicated  at  death.  (Gallaher,  et  al, 
1992) 

NATIVE  AMERICAN  YOUTH  ARE  RAVAGED  BY  ALCOHOL 

•  Surveys  conducted  during  1988  and  1990  showed  that,  among  12th 
graders,  53.8%  of  Reservation  Indian  youth  were  at  high  or 
moderate  risk  from  drug  and  alcohol  use,  compared  with  27.7%  of 
Anglo  youth.  (Beauvais,  in  press) 

•  Until  ninth  grade,  reported  alcohol  use  among  Native  Americans 
parallels  levels  seen  in  other  youth.  It  escalates  dramatically  after 
that  time,  particularly  in  males.  By  the  twelfth  grade,  one  male 
in  four  is  a  problem  drinker.  (Blum,  1992) 

•  In  a  recent  15  state  survey  of  14,000  Native  American  youth,  one 
in  three  reported  driving  under  the  influence  of  alcohol.  Among 
15  to  19-year-old  Native  American  youths,  death  from  motor 
vehicle  injuries  occurred  at  twice  the  rate  of  youth  from  all  other 
groups.  (Blum,  1992) 

•  Frequency  of  alcohol  use  was  significantly  associated  with  sexual 
behavior  in  a  study  of  ninth  and  tenth  grade  Native  American 
students.  Half  of  the  sexually  active  students  in  a  predominantly 
Navajo  sample  reported  engaging  in  sex  while  drunk,  thus 
increasing  risk  of  HIV  infection  and  pregnancy.  (Rolf,  1992) 

•  An  estimated  80%  of  suicides  among  Native  Americans  are 
alcohol-related.  The  death  rate  from  suicide  for  Native  American 
adolescents  is  2.6  times  that  of  adolescents  of  other  racial  and 
ethnic  backgrounds.  An  estimated  one  in  six  Native  American 
teens  has  attempted  suicide,  a  rate  four  times  higher  than 
adolescents  in  the  general  U.S.  population.  (Hodgkinson,  1990; 
Blum,  1992;  Office  of  Technology  Assessment,  1990) 
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CULTURAL  TRADITIONS  IMPORTANT  IN  ALCOHOL 
PREVENTION  AND  TREATMENT  PROGRAMS  FOR  NATIVE 
AMERICAN  YOUTH 

•  A  lack  of  strong  integration  into  either  modern  or  traditional 
society  has  been  identified  as  a  risk  factor  for  alcohol  abuse  for 
Native  American  youth.  (May,  1986) 

•  United  National  Indian  Tribal  Youth,  Inc.  (UNITY),  a  national 
organization  comprised  of  45  Native  American  youth  councils,  has 
designated  Sobriety  and  Heritage  as  key  "paths"  in  the  "Journey  to 
the  year  2000"  to  be  undertaken  by  Indian  youth,  the  "healing 
generation."  (UNITY,  1992) 

•  After  a  14-session  prevention  program  designed  to  reduce  the  risks 
of  AIDS  and  substance  abuse  in  Native  American  teens,  ninth  and 
tenth  grade  students  were  found  to  know  more  about  AIDS  and 
drugs,  to  have  increased  their  intentions  to  reduce  associated  risks, 
and  to  have  progressed  in  the  communication  skills  needed  to 
avoid  these  risks.  The  statistically  significant  gains  resulted  from 
a  curriculum  that  added  traditional  Indian  health  beliefs  to  more 
typical  prevention  program  content.  (Rolf,  1992) 

ALCOHOL  ADVERTISEMENTS  TARGET  HIGH-RISK  GROUPS 

•  A  survey  conducted  for  the  Bureau  of  Alcohol,  Tobacco  and 
Firearms  found  that  80%  of  the  population  believed  that  "alcohol 
advertising  influences  underage  youth  to  drink  alcoholic  beverages." 
(Opinion  Research  Corporation,  1988) 

•  Findings  from  individual,  hour-long,  in-home  interviews  of  468 
fifth  and  sixth  graders  showed  that  increased  exposure  to  television 
ads  for  alcohol  resulted  in  greater  familiarity  with  brands,  stronger 
beliefs  that  beer  drinking  was  "cool"  and  that  it  enhanced  social 
situations,  and  greater  expectations  that  the  children  would  drink 
as  adults.  When  asked  to  match  ads  with  products,  82%  correctly 
paired  a  dog,  Spuds  McKensie,  with  "Bud  Lite,"  while  only  10% 
correctly  paired  the  slogan,  "It's  the  Real  Thing,"  with  Coca  Cola. 
(Wallack  &  Grube,  1990) 

•  One  count  of  billboards  in  Los  Angeles  advertising  alcoholic 
beverages  numbered  1373.  While  only  15%  of  the  City's 
population  was  African-American,  nearly  half  the  billboards  were 
in  largely  African-American-populated  areas  of  the  city  and  the 
ads  depicted  African  Americans.  African  Americans  drink  less  per 
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capita,  but  they  have  more  alcohol-related  problems  than  whites. 
(Hacker,  et  al,  1989) 

•  In  1988,  one  brewer  spent  $8.6  million  dollars  on  Hispanic  media 
coverage,  making  this  company  the  third  largest  advertiser  in  the 
Hispanic  community.  Ads  targeting  Latinos  appeal  to  traditions, 
images  and  norms;  increased  advertising  has  been  accompanied  by 
increased  consumption,  especially  among  women.  (Maxwell  & 
Jacobson,  1989) 

PUBLIC/COURT  RESPONSE  TO  TARGETED  ADVERTISING 
GROWING 

•  Legal  petitions  to  federal  agencies  endorsed  by  dozens  of  parent, 
health  and  community  groups  have  been  filed  against  10  different 
alcohol  products.  Among  other  charges,  the  petitions  alleged  that 
marketing  practices  targeted  subgroups  of  the  population,  ignoring 
health  risks.  Products  included  beer,  malt  liquor,  fortified  wine 
and  distilled  spirits.  (Center  for  Science  in  the  Public  Interest, 
1992) 

•  The  Federal  Alcohol  Act,  in  effect  since  1935,  prohibits  alcoholic 
beverage  advertisements  that  are  misleading  or  obscene.  In  two 
recent  decisions,  the  Supreme  Court  upheld  further  regulation  of 
commercial  speech  that  violates  certain  state  interests  (e.g.,  alcohol 
advertisements  that  endanger  the  public  health).  (Posadas  de 
Puerto  Rico  Associates  v.  Tourism  Company  of  Puerto  Rico,  478 
U.S.  328  [1986];  Board  of  Trustees  of  the  State  University  of  New 
York,  v.  Fox,  492  U.S.  469  [1989]).  In  another  decision,  the 
Supreme  Court  ruled  that  a  state  could  prohibit  optometrical  trade 
names  that  misled  the  public.  (Friedman  v.  Rogers,  440  U.S.  1 
[1979]). 


May  19,  1992 
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HEARING  SUMMARY 

INVESTING  IN  FAMILIES: 
A  HISTORICAL  PERSPECTIVE 

Washington,  DC,  July  23,  1992 


On  July  23,  1992,  the  Select  Committee  on  Children,  Youth,  and 
Families  conducted  a  hearing  entitled  "Investing  in  Families:  A 
Historical  Perspective."  The  hearing  examined  both  the  historical 
context  and  current  "family  values"  themes  that  have  been  the  subject 
of  much  debate  in  recent  months. 

The  Honorable  Daniel  Patrick  Moynihan,  U.S.  Senator,  New  York 
State,  testified  about  changes  in  the  American  family  over  the  past  30 
years  -  the  increase  in  single-parent  families  and  unwed  parenthood. 
He  maintains  that  these  changes  are  for  the  worse,  and  that  as  a 
society,  we  have  changed  the  definition  of  what  is  acceptable  behavior 
in  order  to  assimilate  these  changes.  Senator  Moynihan  quoted  from 
an  article  that  appeared  27  years  ago  in  a  Jesuit  journal:  "A 
community  that  allows  a  large  number  of  young  men  to  grow  up  in 
broken  families,  dominated  by  women,  never  acquiring  any  stable 
relationship  to  male  authority,  never  acquiring  any  set  of  rational 
expectations  about  the  future,  that  community  asks  for  and  gets  chaos 
of  crime,  violence,  unrest,  disorder...."  He  also  suggested  that  it  might 
not  be  wise  to  lessen  the  impact  of  divorce  on  children,  because  that 
only  leads  to  the  perception  that  divorce  does  not  harm  children,  and 
he  firmly  believes  that  it  does. 

Stephanie  Coontz,  Author,  "The  Way  We  Never  Were",  and  Member  of 
the  Faculty,  Evergreen  State  College,  Oiympia,  WA,  testified  that  her 
research  indicates  that  American  families  have  always  required  -and 
received  -  government  assistance.  She  cited  as  an  example  colonial 
America,  where  a  legal  and  political  framework  required  individuals, 
households  and  economic  institutions  to  share  the  functions  of 
education,  socialization,  work  training,  welfare  and  other  material 
assistance  with  nuclear  families.  Pioneer  families  depended  on  federal 
land  grants,  military  mobilizations,  and  state  sponsored  economic 
investment.  In  the  1950s,  GI  benefits  were  available  to  millions  of 
veterans  and  changes  in  banking  practices  enabled  the  suburbs  to 
expand.  With  respect  to  family  values,  Ms.  Coontz  commented  that 
beyond  the  basic  values  of  human  decency,  it's  not  clear  that  there  is 
one  set  of  values  that  is  so  sound  it  should  be  a  pre-condition  for 
government  aid.  She  took  issue  with  Senator  Moynihan's  comments 
about  family  structure,  saying  that  recent  changes  in  family  structure 
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are  more  often  the  result  rather  than  the  cause  of  economic 
breakdown. 

Allan  Carlson,  Ph.D.,  President,  The  Rockford  Institute,  Rockford,  IL, 

defined  a  family  as  a  married  couple  raising  children  and  family  values 
as  the  "beliefs,  attitudes,  customs,  and  laws"  that  encourage  these 
institutions.  He  maintained  that  family  failure  and  decline  are  the 
primary  cause  of  many  of  the  social  pathologies  we  are  experiencing  as 
a  society,  including  lower  educational  achievement,  illegal  drug  use, 
criminal  behavior,  long-term  dependency,  child  abuse,  and  teenage 
pregnancy.  Carlson  believes  that  public  policies  affecting  families 
should  only  be  adopted  if  they  strengthen  or  encourage  marriage, 
encourage  child  rearing,  and  increase  family  autonomy.  Dr.  Carlson 
commented  favorably  on  the  special  tax  treatment  afforded  families  in 
the  1940s  and  criticized  the  unraveling  of  these  tax  incentives  beginning 
in  the  1960s.  He  believes  that  the  tax  system  can  be  used  to  reinforce 
marriage  and  child  rearing,  and  urged  the  restoration  of  "income 
splitting"  as  a  appropriate  pro-marriage  incentive.  He  also  urged 
support  for  policy  changes  that  would  allow  families  to  reclaim  some 
of  those  functions  that  have  been  lost  over  the  past  200  years. 

*     *  * 


INVESTING  IN  FAMILIES:  A  HISTORICAL  PERSPECTIVE 

A  FACT  SHEET 


HISTORICAL  SHIFTS  IN  FAMILY  COMPOSITION  CHALLENGE 
CONVENTIONAL  WISDOM 

•  While  in  modern  times  the  percentage  of  children  living  with  one 
parent  has  increased,  there  was  family  disruption  in  Colonial  times 
as  well. 

Colonial  Days.  One-third  to  one-half  of  all  children,  before  the 
age  of  21,  had  a  parent  who  died.   (Coontz,  forthcoming) 

1960.  Nearly  88%  of  children  lived  in  two-parent  families  in  1960. 
(U.S,  Bureau  of  the  Census  [Census  Bureau  I],  1991) 

1990s.  Seventy-two  percent  of  children  lived  in  two-parent  families 
in  1991.  (U.S.  Bureau  of  the  Census  [Census  Bureau  II],  1992) 

•  The  size  of  American  households  has  been  steadily  shrinking, 


leaving  fewer  adults  and  older  children  to  share  in  the  care  of 
younger  children. 

Colonial  Davs.  In  1790,  36%  of  households  had  seven  or  more 
family  members.  Just  14%  of  households  consisted  of  four 
persons.   (U.S.  Bureau  of  the  Census  [Census  Bureau  III],  1989) 

1950s.  Seventeen  to  19%  of  households  consisted  of  four  persons; 
no  more  than  5.5%  of  households  had  seven  members.  (Census 
Bureau  III) 

1990s.  In  1990,  15%  of  households  consisted  of  four  persons. 
Less  than  2%  of  households  had  seven  members.  (U.S.  Bureau  of 
the  Census  [Census  Bureau  IV],  1992) 

GOVERNMENT  ASSISTANCE  FAILS  TO  KEEP  UP  WITH 
CHANGING  FAMILY  NEEDS 

•  Federal  housing  assistance  since  the  19th  century  enabled  families 
to  move  into  the  middle-class.  However,  lower-income  and 
younger  families  have  struggled  to  become  homeowners. 

19th  Century.  The  Homestead  Act  of  1862  allowed  settlers  to  buy 
160  acres  of  land  for  S10  if  the  homesteader  lived  on  the  land  for 
five  years  and  made  improvements.   (Coontz,  1992) 

1950s.  The  Federal  Housing  Administration  (FHA)  required  only 
a  5-10%  down  payment  to  purchase  a  home  and  guaranteed 
mortgages  with  interest  rates  as  low  as  2-3%;  the  Veterans 
Administration  required  just  one  dollar  down  from  veterans. 
(Coontz,  1992) 

1990s.  The  Federal  government  continues  to  subsidize  home 
ownership  through  mortgage  interest  deductions.  In  FY  1991,  the 
mortgage  interest  deduction  cost  the  Federal  government  S40.6 
billion.  That  same  year,  the  Federal  government  spent  just  S9.6 
billion  for  low-income  housing,  public  and  Indian  housing,  and 
housing  for  the  elderly  and  disabled  combined.  For  households 
with  heads  ages  25-29,  homeownership  fell  from  43%  in  1980  to 
36%  in  1990;  for  household  heads  ages  30-34,  the  rate  dropped 
from  61%  to  52%.  (Budget  of  the  United  States  Government,  FY 
1993,  1992;  Joint  Center  for  Housing  Studies,  1991) 

•  Public  responsibility  for  maternal  and  child  health  was  established 
early  in  the  twentieth  century  with  the  emergence  of  prenatal 
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health  care  and  nutrition  as  fundamental  for  healthy  development. 

1920s.  The  Sheppard-Towner  Act  of  1921  was  the  first  Federal 
public  health  grant-in-aid  program,  which  established  health 
services  for  mothers  and  infants.  By  1940,  the  infant  mortality 
rate  in  the  U.S.  had  been  reduced  to  47  infant  deaths  per  1,000 
live  births  from  an  estimated  infant  mortality  rate  of  150  in  1900. 
(National  Commission  to  Prevent  Infant  Mortality,  1988) 

1960s.  The  modern  food  stamp  program  began  as  a  demonstration 
project  initiated  by  executive  order.  By  1975,  food  stamps  were 
available  nationwide.  In  response  to  health  problems  among  low- 
income  pregnant  women  and  children,  Congress  passed  the 
Supplemental  Food  Program  for  Women,  Infants,  and  Children 
(WIC)  in  1972  to  provide  supplemental  food  to  low-income, 
pregnant,  post-partum,  and  nursing  mothers,  and  infants  and 
children  up  to  age  five  who  are  at  nutritional  risk.  Eligibility  for 
the  program  as  well  as  funding  increased  throughout  the  1970s. 
(Congressional  Research  Service,  1992;  Committee  on  Ways  and 
Means  [Ways  and  Means  I],  1992) 

1990s.  In  1990,  an  estimated  12  million  children  and  youth  under 
21  had  no  health  care  coverage.  One  in  four  women  in  their 
childbearing  years  has  no  health  insurance  coverage  for  maternity 
care.  WIC  serves  only  58%  of  eligible  women,  although  it  is 
estimated  that  WIC  services  to  pregnant  women  in  1990  will  save 
$1,036  billion  over  18  years.  One-fourth  of  pregnant  women  do 
not  receive  prenatal  care  in  the  critical  first  trimester. 
Improvement  in  infant  mortality  has  come  to  a  virtual  standstill. 
(Employee  Benefit  Research  Institute,  1992;  Congressional 
Research  Service,  1992;  U.S.  General  Accounting  Office,  1992; 
Institute  of  Medicine,  1988) 

Historically,  education  improved  the  social  mobility  of  millions  of 
Americans.  Until  the  1980s,  government  played  an  active  role  in 
subsidizing  education. 

1850s-1920.  Public  education  was  made  compulsory  at  the 
elementary  and  secondary  levels.  (Butts  and  Cremin,  1953) 

1950s.  Federal  GI  benefits  were  available  to  40%  of  men  ages  20- 
24  for  post-secondary  education.  CCoontz,  1992) 

1970S-1990.  In  1989/90,  the  average  cost  of  a  four-year 
postsecondary  education  ranged  from  $4,979  at  a  pubic  institution 


to  $12,348  at  a  private  one,  an  increase  of  181%  in  just  fifteen 
years.  (U.S.  Department  of  Education,  1991) 

•  Federal  laws  and  regulations  have  improved  working  conditions  for 
our  nation's  changing  work  force.  When  the  government  fails  to 
provide  for  new  labor  structures,  American  families  find  it  difficult 
to  meet  both  their  work  and  family  obligations. 

1900s.  Industrialization  created  a  labor  force  of  overworked 
children  and  government  responded  by  passing  a  series  of  child 
labor  laws  restricting  the  use  of  child  labor.  (Abbott,  1939) 

1940s.  Under  the  Lanham  Act,  passed  in  response  to  World  War 
II,  more  than  3,000  Federally-sponsored  child  care  centers  were 
established  for  children  whose  mothers  worked  in  defense-related 
industries.  Earlier,  Congress  had  responded  to  the  Depression  by 
earmarking  $6  million  for  emergency  nursery  schools  primarily  to 
provide  work  for  the  unemployed.  (Cahan,  1989) 

1990s.  The  Federal  government  fails  to  enact  family  and  medical 
leave  legislation  allowing  time  off  to  care  for  a  newborn,  adopted, 
or  sick  child.  Recently  enacted  Federal  child  care  assistance 
reaches  only  the  poorest  of  working  families.  (Select  Committee 
on  Children,  Youth,  and  Families,  1990;  Committee  on  Ways  and 
Means  [Ways  and  Means  II],  1991) 

GOVERNMENT  PROGRAMS  THAT  ONCE  REDUCED  POVERTY 
FALL  SHORT  IN  THE  1990s 

•  Targeted  Federal  programs  have  helped  to  reduce  poverty;  poverty 
remained  high  when  programs  were  limited. 

1930s.  The  Federal  response  to  the  Depression  included  such 
measures  as  unemployment  insurance  (UI),  Old-Age  and  Survivor's 
Insurance  (OASI)  and  Aid  to  Families  with  Dependent  Children 
(AFDC).  (Ways  and  Means  I) 

1960s.  From  1960  to  1970,  the  poverty  rate  for  families  with 
children  decreased  from  19.7%  to  11.6%.  During  the  same  time, 
Federal  spending  for  food  stamps,  Medicaid,  and  the  AFDC 
program  incerased.  (U.S.  Bureau  of  the  Census  [Census  Bureau 
V],  1991;  Ways  and  Means  I) 


1990s.  Between  1972  and  1991,  the  value  of  AFDC  benefits 
decreased  by  41%.  In  spite  of  proven  success  of  Head  Start,  only 
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28%  of  eligible  children  are  being  served.  As  of  1990,  more  than 
$18  billion  in  child  support  went  uncollected.  At  the  same  time, 
the  poverty  rate  among  single-parent  families  with  children  under 
18  was  44%.  Between  1980  and  1990,  the  rate  of  growth  in  the 
total  Federal  budget  was  four  times  greater  than  the  rate  of 
growth  in  children's  programs.  (Ways  and  Means  I;  Congressional 
Research  Service,  1991;  U.S.  Department  of  Health  and  Human 
Services,  Office  of  Child  Support  Enforcement,  1992;  Sugarman, 
1991) 


July  23,  1992 
(as  amended  9/92) 
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HEARING  SUMMARY 

FIRE  SAFETY:  PROTECTING  OUR 
CHILDREN  AND  FAMILIES 

Washington,  DC,  August  11,  1992 


The  Select  Committee  on  Children,  Youth,  and  Families'  hearing,  "Fire 
Safety:  Protecting  Our  Children  and  Families,"  explored  strategies  to 
prevent  and  reduce  the  risk  of  fire  to  children  and  families.  Although 
personal  and  societal  costs  incurred  from  fire  and  burn  injuries  are 
staggering,  fire  prevention  often  is  simple  and  inexpensive.  Witnesses 
recommended  increased  smoke  detector  and  sprinkler  use  and 
highlighted  successful  public  education  programs. 

Edward  M.  Wall,  Deputy  Administrator,  United  States  Fire 
Administration  (USFA),  Federal  Emergency  Management  Agency, 
Washington,  DC,  provided  an  overview  of  residential  fire  problems, 
the  enormous  threat  to  children,  and  the  need  for  better  home  safety 
procedures  and  equipment.  Wall  testified  that  80%  of  fire  deaths 
occur  in  residential  fires,  and  that  a  disproportionate  portion  (23%) 
occur  among  children  (only  16%  of  the  population).  In  addition,  24% 
of  children  who  die  in  fires  are  killed  due  to  children  playing  with  fire. 
Although  the  USFA  has  documented  a  20%  decrease  in  all  fires 
reported  since  1975  and  fire  deaths  have  been  cut  in  half  since  1971, 
the  fire  death  rate  has  remained  at  about  6,000  fire  deaths  for  the  past 
year.  Wall  said  the  majority  of  deaths  (perhaps  85%)  are  attributable 
to  human  behavior  and  maintained  that  changing  public  attitudes  would 
increase  safety.  Wall  said  that  parents  and  caregivers  must  be  made 
aware  of  the  significant  involvement  of  children  in  fires,  both  as  victims 
and  as  fire-starters.  The  USFA  promotes  several  programs  directed  at 
educating  children  and  their  parents,  an  education  program  to  remind 
citizens  to  test  their  smoke  detectors,  and  the  development  and 
distribution  of  smoke  detectors  and  sprinkler  systems. 

Herta  B.  Feely,  Executive  Director,  National  SAFE  KIDS  Campaign 
(SAFE  KIDS),  Washington,  DC,  cited  the  increased  risk  of  fire  to 
single-parent,  low-income,  and  minority  families,  outlined  the  SAFE 
KIDS  fire  prevention  efforts,  and  called  for  increased  state,  local,  and 
federal  fire  prevention  policy  action.  Feely  testified  that,  each  year, 
residential  fires  kill  more  than  1,200  children  under  15,  and  seriously 
injure  another  11,400  children.  Ninety  percent  of  the  deaths  to 
children  under  15  occur  in  homes  without  working  smoke  detectors. 
Feely  stated  that  the  high  fire  death  rate  among  black  children  under 
15  (15%  of  the  nation's  children,  but  39%  of  childhood  fire  deaths)  is 
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«iuf  luroely  Ifi4  high  risk  environments  In  which  many  low-income 
i  hildn  "  11  w  Low*lnconn  fufnllien  typically  led  imoke  detectors  end 
(  i  .in  .  -ni<i  <*n<  u  liv<  1 1 1 i  •  rowd<  d  dilapidated  housing  ivltfi 
unsafi  hunting  *our<a  ..  vhich  contribute  to  tin  rtoli  <>i  Ore  The  foci 

ili.ii  M":  '-I   »ll  In*    /I- inn  .  «n«   from  »;mok<   i nti;i la t ion  -.uyyy.w  that 

greatei  us<  of  inoi"  detectors  would  b<  effective  In  preventing  deaths 

Mm   \.ii*I  Hi.H  (  <ln<  (ttfflg  I  hlldfl  fl  Ott  ,!"  'l.m;»<  J  «>l  lire  ||  alSO  mi J>'  <i  I ;ui I 
Itudh  I  ihOW  thai  th<  |(  Bdinfl  I  BUS<  Ol  Ore  <l<*aihs  I"i  |>i<  '■<  hool  aped 

children  «  fires  itarted  by  children  playing  with  matches  and  lighten 
\<<\/  j»i<r/i'ir«i  .hi  overview  <>i   the  SAFE  KIDS  Project  OUT 
ai  AHMi  h,  .i  national  program  which  given  away  moki  detectors, 

<  Mabllsh<  .  partnerships  with  fin  departments!  -  >  *  *  <  i  educatei 
communities  through  tin  media  Fccly  recommended  that  cdu<  atlonai 
programs  teach  children  tin  Bound  <>i  .1  imofc  <i<i<<i<>i  and  tea< i« 
i.umiH  i  i<>  plan  and  pra<  tl<  *  *  •  aping  through  two  routes,  ( rawl  undei 
smoke,  check  dooi  temperatures  befon  opening,  designate  ;«  meeting 

p|  \<  <  ,  and  meet  With  local  fir<   drpaMmrni.s     Ircly  urped  national, 

itat< .  and  ,,m  al  poll(  y  mak<  rs  to  d<  v<  lop  comprehensive  fire  prevention 

policies  endorsed    legislation    to   irxjum    slfonyei    lire  safely 

measures  "!  residential  housing  Sh(  noted  ii>»<  nine  states  '><t<  smoke 
<i<  t<  <  ioi  ordinances  foi  om  and  1  wi i  family  dwellings  ( (  <>i<  <i  .wi<  >.  tdahi >, 
Kansas,  Mississippi,  Missouri, ( Oklahoma,  Pi  nnsylvanla,  South  ( torolina, 
and  Si >uth  i >.ii  <>i.i ) 

<  oIoim-I  Itnsscll  I  Niimlns,  <  (|lrf,  l.ouisvillr  Division  of  Hrc, 
I  <Mii.\ illr,  KY,   profiled   I  he    I  omwdlc   hie  dcpai  (mcnl's  sut  i  <*.sstul 

emphasis  on  publli  education  •••'<'  fire  prevention  When  Sanders 
became  Urc  chief,  he  modified  the  <i<  |>.uhn<  m  iiaimnp,  pio^iam  to 
Include  j»ni>ii<  education  training  fol  recruits,  Are  prevention  courses 
fQ\  company  commanders,  and  i"<  prevention  refreshei  training 
mandated  upon  i>h>hm>o<>h  Sanders  <i<  Ncribed  leveral  Innovative 
community  education  programs  which  he  established,  Including 
"Neighborhood  Bllt/jcs/1  <i<><>i  to-dooi  literature  and  imoke  detectoi 
giveaways  In  city  neighborhoods;  •«  home  Inspection  program;  >  "Fire 
Pacts"  school  program,  which  rewards  students  !<>■  i"<  prevention 
knowledge;  n><  "Oreai  Louisville  I  <<<  Drill,"  »  publli  carnival  with 
food,  entertainment,  and  educational  materials  and  events;  "The  I  Ivc 
House  Hum."  .i  demonstration  ol  flammabllity  hi  which  house  Is  n<*i 
on  fire  »<«<i  < i » «  Ore  Is  put  <><■<.  and  i?i<  Mayor's  "Flrehouse  Chats,"  In 
whli  the  mayoi  meets  with  *  Itlxens  times  every  yeai  «i  Drehouses 
•< i  dls<  uss <\  1 1»<  Louisville  fire  department's  emphasis 
pn  n<  ntlon  education  Is  credited  with  r<  ,,<"  Ing  annual  t  Milan  tut- 
*i«  by  10%,  Injuries  ''\  J0%,  flghtci  Injuries  by  45%i  '««< 
calls  by  IH(  ■ .  ovettltne  spending  by  $182,(XX),  and  annual  i>i<)|>cuv  toss 
in  i  ouisvllle  by  i>i  S  million  Sanders  noted  ■  1 1 - » *  coordination  between 
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the  fire  department,  fire  fighters,  community  and  private  groups,  the 
Mayor,  the  city  council,  and  private  organizations  was  essential  in 
carrying  out  this  comprehensive  fire  prevention  program. 

Allison  B.  Grant,  Member,  Student  Leadership  Institute,  Highland 
Middle  School,  Louisville,  KY,  described  an  effective  fire  prevention 
partnership  between  the  Student  Leadership  Institute  at  the  Highland 
Middle  School,  where  Allison  is  a  student,  and  the  Louisville  fire 
department.  The  institute,  a  business/education  partnership,  sponsors 
student  volunteer  public  service  projects.  After  a  residential  fire  in  a 
home  without  a  working  smoke  detector  killed  three  children,  the 
institute  offered  to  assist  the  fire  department  in  improving  home  fire 
preparedness  in  the  city.  Working  with  local  fire  fighters,  the  middle 
school  students  canvassed  over  800  homes,  replaced  old  batteries, 
installed  over  470  smoke  detectors,  and  instructed  families  on  how  to 
test  their  detectors.  The  students  also  joined  fire  fighters  in  passing 
out  fire  safety  and  prevention  pamphlets  in  over  1,100  homes.  Grant 
said  the  students'  work  had  resulted  in  at  least  two  instances  in  which 
a  home  fire  was  averted  and  lives  or  property  were  saved.  The 
institute  received  the  Golden  Trumpet  Award  for  volunteer  service 
from  the  Louisville  Fire  Prevention  Council.  Grant  said  the  students 
have  formed  a  lasting  friendship  with  the  fire  department,  frequently 
hosting  fire  fighters  at  school  events  and  jointly  planning  upcoming 
activities.  Grant  previewed  future  partnership  activities,  including  the 
"Great  Louisville  Fire  Drill,"  in  which  the  students  will  teach  younger 
children  fire  safety  behavior,  and  a  "Let's  Retire  Fire"  educational 
program  for  senior  citizens.  Grant  praised  the  Louisville  fire 
department  for  recognizing  the  leadership  potential  of  teenagers  on  this 
issue,  and  encouraged  other  communities  to  empower  youth  to  serve  as 
community  activists. 

Romeo  O.  Spaulding,  President,  International  Association  of  Black 
Professional  Fire  Fighters  (IABPFF);  Director,  Community  Relations 
and  Public  Fire  Safety  Education;  Lieutenant,  District  of  Columbia  Fire 
and  Emergency  Medical  Services  Department,  Washington,  DC,  stated 
that  fires  in  residential  facilities  disproportionately  affect  African- 
Americans  (74%  of  fire  deaths).  Among  African-Americans,  as  in  the 
general  population,  young  children  and  senior  citizens  are  at  highest 
risk  of  death  from  fire.  Spaulding  described  the  work  of  the  IABPFF, 
a  fraternal  organization  of  over  8,500  fire  fighters  and  fire  service 
personnel,  organized  in  part  to  reduce  the  exceptionally  high  impact  of 
fire  on  minority  communities.  He  profiled  the  National  Community 
Volunteer  Fire  Prevention  Program,  introduced  by  the  IABPFF  and 
operated  by  USFA,  and  the  IABPFPs  work  with  the  National  Fire 
Protection  Association  to  assess  the  effectiveness  of  fire  safety 
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education  curriculum.  Spaulding  said  that  many  fire  departments  fail 
to  reach  high-risk  populations  with  fire  safety  initiatives.  He  described 
the  IABPFFs  mission  to  increase  ethnic  diversity  and  sensitivity  among 
fire  and  burn  safety  education  specialists,  and  to  encourage  fire 
departments  to  improve  their  fire  safety  education  programs  for  youth. 
Spaulding  asserted  that  these  improvements  in  fire  safety  initiatives 
alone  would  vastly  lower  the  impact  of  fire  on  at-risk  communities. 

Thomas  R.  Brace,  Vice  President,  National  Association  of  State  Fire 
Marshals  (NASFM),  Washin2ton,  DC;  Minnesota  State  Fire  Marshal 
Department  of  Public  Safety,  St.  Paul,  MN,  discussed  ways  to  lower  the 
high  fire  death  rates  among  young  children  under  five,  who  are  twice 
as  likely  to  die  as  children  and  adults  from  five  to  65,  and  among 
children  in  low-income  families.  Brace  testified  that  human  behavior 
is  the  leading  cause  of  fire.  Due  to  a  lack  of  knowledge  and 
carelessness,  over  $2.5  billion  of  property  is  destroyed  each  year.  Brace 
praised  fire  code  requirements  for  making  homes  safer  and  stated  that 
NASFM  has  petitioned  the  U.S.  Consumer  Product  Safety  Commission 
to  adopt  and  enforce  upholstered  furniture  flammability  regulations. 
Because  many  homes  do  not  have  smoke  detectors  or  have  detectors 
with  missing  batteries,  the  NASFM  purchased  85,000  smoke  detectors 
with  fresh  batteries  and  distributed  them  to  low-income  families.  Brace 
said  that  the  success  rates  of  the  various  approaches  employed  in 
distribution  will  soon  be  evaluated  and  that  NASFM  is  raising  money 
for  500,000  more  smoke  detectors.  Brace  recommended  increased 
public  fire  safety  education,  code  enforcement,  smoke  detectors,  and 
fire  sprinklers  as  the  best  ways  to  protect  children  and  families  from 
fire. 

*     *  * 

FIRE  SAFETY: 
PROTECTING  OUR  CHILDREN  AND  FAMILIES 

A  FACT  SHEET 


FIRE  ENDANGERS  THOUSANDS,  MOST  OFTEN  AT  HOME 

•  The  United  States  has  one  of  the  highest  fire  death  rates,  per 
capita,  in  the  world.  The  rate  of  U.S.  fire  deaths  is  almost  twice 
the  average  of  other  industrialized  countries.  (United  States  Fire 
Administration  [USFA],  1992) 

•  Nine  out  of  ten  fire  and  burn  deaths  from  1980  through  1986 
occurred  in  the  home.   Of  the  6,000  fire  deaths  each  year,  over 
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80%  occur  in  residential  fires.  Residential  fires  are  the  leading 
cause  of  death  from  injury  for  children  in  11  states  ~  Delaware, 
Illinois,  Maine,  Maryland,  Michigan,  New  Jersey,  Pennsylvania, 
South  Carolina,  Vermont,  Virginia,  and  West  Virginia. 
Residential  fires  account  for  three-quarters  of  fire  deaths  and  two- 
thirds  of  fire  injuries  to  non-firefighters.  One-  and  two-family 
dwellings  account  for  68%  of  residential  deaths  and  62%  of 
residential  injuries.  (Baker,  et  al.,  1992;  USFA,  1990,  1992; 
National  SAFE  KIDS  Campaign  [SAFE  KIDS],  1992) 

•  Among  both  African  Americans  and  Native  Americans,  housefire 
death  rates  are  more  than  twice  the  rate  for  whites.  In  these 
groups,  the  rates  are  high  among  young  children  and  increase 
throughout  the  adult  years.  However,  racial  differences  in 
housefire  death  rates  diminish  in  higher-income  areas.  (Baker,  et 
al.,  1992) 

YOUNG  CHILDREN  AT  GREAT  RISK  OF  DEATH  AND  INJURY 
DUE  TO  FIRE,  BURNS 

•  In  1989,  fire  and  burns  killed  1,454  children  age  19  and  under,  at 
a  rate  of  2.0  deaths  per  100,000.  More  than  half  (759,  52%)  were 
children  under  five,  killed  at  a  rate  of  4.0  per  100,000.  From  1985 
through  1989,  children  under  five  had  more  than  twice  the  fire 
death  rate  of  the  population  overall.  Only  adults  over  74  had  a 
higher  rate.  (National  Center  for  Health  Statistics,  unpublished; 
Census,  1990;  National  Fire  Protection  Association  [NFPA],  1992) 

•  Fire  and  burn  injuries  rank  second  only  to  motor  vehicle  crashes 
as  the  leading  cause  of  death  for  children  ages  1-4  and  are  the 
third  leading  cause  of  injury  and  death  for  all  children  under  age 
20  after  motor  vehicle  crashes  and  drownings.  (McLoughlin  and 
McGuire,  1990) 

•  Children  under  age  5  are  at  the  highest  risk  of  nonfatal  burns 
(two-thirds  from  hot-liquid  scalds)  resulting  in  hospitalization.  An 
estimated  70%  of  children  under  age  5  who  are  hospitalized  for 
burns  are  burned  by  hot  liquids.  (Burn  Foundation,  1988;  Centers 
for  Disease  Control  [CDC],  1990) 

•  In  1990,  approximately  14,000  children  under  age  15  were 
hospitalized  for  burn  injuries,  and  spent  an  estimated  combined 
104,000  days  in  hospitals.  For  every  child  hospitalized  for  burns, 
about  15  children  obtain  outpatient  care  for  a  burn  injury. 
(Kozak,  unpublished;  CDC,  1990) 
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FIRES  AND  BURNS  TAKE  COSTLY  TOLL 

•  One  study  estimated  lifetime  costs  of  fire  and  burn  injuries  to 
children  under  age  15  in  1985  at  $592  million,  including  the 
amounts  spent  for  medical  care  and  nonmedical  services  ($217 
million),  and  the  value  of  losses  to  society  due  to  premature  death 
($319  million)  or  inability  to  work  or  to  keep  house  over  a 
lifetime  ($56  million).  Over  half  ($326  million)  of  this  cost 
applied  to  children  under  five.  Initial  medical  costs  alone  from 
burns  to  children  ages  0-19  have  been  estimated  at  $165  million 
annually.  (Rice  and  MacKenzie,  1989;  Malek,  et  al.,  1991) 

•  A  1990  study,  which  sets  a  dollar  value  for  pain  and  suffering, 
estimated  the  annual  cost  of  fire  and  burn  deaths  and  injuries  to 
children  under  age  20  at  $3.5  billion  in  societal  losses  due  to 
medical  care,  disability,  pain  and  suffering,  and  other  costs.  The 
study  estimated  that  children  killed  by  fire  annually  lose  over 
100,000  years  in  life  expectancy.  (McLoughlin  and  McGuire,  1990) 

•  A  survey  of  costs  incurred  from  1,242  pediatric  burn  center 
admissions  from  1987  through  1990  revealed  that  charges  averaged 
$22,700  per  case  and  were  estimated  to  cost  approximately  $7 
million  annually.  (McLoughlin  and  Brigham,  1992) 

•  The  cost  of  fire  --  property  losses  plus  the  cost  of  fire  protection 
equipment,  fire  departments,  and  insurance  overhead  ~  is  more 
than  $50  billion  a  year.  Residential  fires  alone  account  for  over 
$5  billion  in  annual  property  losses.  (USFA,  1992;  SAFE  KIDS, 
1992) 

CARELESS  SMOKING  AND  PLAYING  WITH  FIRE  CAUSE  MOST 
HARM  TO  CHILDREN 

•  The  leading  three  causes  of  residential  fires  in  1988  were  heating, 
cooking,  and  arson.  Careless  smoking  was  the  leading  cause  of 
residential  fire  fatalities,  followed  by  arson  and  heating.  (USFA, 
1990) 

•  Cigarettes,  which  are  the  ignition  source  of  35%  of  all  fatal  fires, 
cause  14%  of  the  fires  that  kill  children  younger  than  15  years  of 
age.  A  three-year  survey  of  Baltimore  house  fires  found  that  31% 
of  child  victims  died  in  cigarette-induced  fires,  and  that  39%  of 
the  persons  who  died  in  these  fires  were  not  the  cigarette  smokers 
themselves.  A  King  County,  Washington,  study  found  that  daily 
consumption  of  10-19  cigarettes  increased  a  households  odds  of 
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fire  injury  by  6.6  times  over  a  non-smoking  household. 
(McLouglin  and  McGuire,  1990;  Mierley  and  Baker,  1983;  Ballard, 
Koepsell,  and  Rivara,  1992) 

•  Children  playing  with  fire  account  for  nearly  100,000  reported 
fires,  300  deaths,  4,000  injuries,  and  nearly  $2  million  in  damages 
every  year.  Ten  percent  of  residential  fire  deaths  are  attributed  to 
children  playing  with  matches,  cigarette  lighters,  or  other  ignition 
sources.  Fires  started  by  children  playing  with  matches  or  lighters 
are  the  leading  cause  of  fire  deaths  among  children  under  age  5, 
accounting  for  more  than  one-third  (34%)  of  fire  deaths,  followed 
by  heating  (14%)  and  arson  (13%).  (USFA,  1990,  1992;  Baker, 
et  al.,  1992;  SAFE  KIDS,  1992) 

•  A  study  of  rural  North  Carolina  residential  fires  found  that, 
although  heating  was  the  leading  cause  of  all  fires,  those  caused 
by  smoking  were  more  likely  to  be  fatal.  The  risk  of  fatality  was 
greatest  in  fires  involving  mobile  homes,  homes  without  smoke 
detectors,  and  alcohol-impaired  persons.  (Runyan,  in  press) 

HEIGHTENED  RISK  OF  FIRE  DEATH  AND  INJURY  ASSOCIATED 
WITH  POVERTY  AND  POOR  LIVING  CONDITIONS 

•  Housefire  death  rates  are  highest  in  the  East,  especially  the 
Southeast,  which  has  the  highest  proportion  of  any  region's 
population  living  in  poverty  and  where  kerosene  heaters  and  other 
noncentral  heating  equipment  are  widely  used.  (Baker,  et  al., 
1992;  SAFE  KIDS,  1992) 

•  For  all  races  combined,  housefire  death  rates  are  almost  five  times 
higher  in  areas  of  low  per-capita  income  as  in  high-income  areas. 
(Baker,  et  al,  1992) 

•  Children  in  low-income  families  are  at  greater  risk  of  dying  in  a 
house  fire  than  their  higher-income  counterparts.  One  study 
found  a  very  strong  association  between  poverty  status  and  the 
incidence  of  hospitalization  for  burns.  Researchers  cite  outmoded 
heating,  bad  wiring,  dangerously  hot  tap  water,  too  few  smoke 
detectors,  and  inadequate  parental  supervision  due  to  economic 
constraints  as  reasons  for  poverty-related  burns.  (McLoughlin  and 
McGuire,  1990;  Locke,  et  al.,  1986;  Athey  and  Kavanagh,  1991) 

•  Cities  with  higher  levels  of  poverty  have  higher  rates  of  residential 
fires  and  deaths  in  residential  fires,  and  low-income  neighborhoods 
in  several  cities  have  been  found  to  have  higher  rates  than  their 
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high-income  counterparts.  (Fahy  and  Norton,  1989) 

SMOKE  DETECTORS,  OTHER  PREVENTION  MEASURES 
EFFECTIVE  IN  REDUCING  RISK  OF  FIRE  INJURIES 

•  The  housefire  death  rate  has  decreased  19%  since  1977,  due  in 
part  to  the  role  of  smoke  detectors.  This  reverses  the  trend  from 
1930  to  1980,  during  which  period  the  rate  increased  32%. 
(McLouglin  and  Brigham,  1992) 

•  The  risk  of  dying  in  a  house  fire  is  halved  in  homes  with  operable 
smoke  detectors.  Effectiveness  evaluations  have  revealed  that 
smoke  detectors  reduced  the  potential  of  death  in  86%  of  fires 
and  the  potential  of  severe  injuries  in  88%  of  fires.  (Rice  and 
MacKenzie,  1989;  National  Committee  for  Injury  Prevention  and 
Control  [NCIPC],  1989) 

•  The  effectiveness  of  smoke  detectors  is  increased  if  a  sprinkler 
system  also  is  used,  thereby  reducing  the  spread  of  a  fire.  In  a 
study  of  New  York  City  high-rise  buildings,  sprinklers  were  rated 
over  98%  effective  in  suppressing  and  extinguishing  fires.  (NCIPC, 
1989) 

•  The  Louisville,  Kentucky  fire  department's  mission  to  promote  fire 
prevention  and  education,  instituted  in  1986,  is  credited  with 
reducing  fire  injuries  among  civilians  by  50%  and  among 
firefighters  by  45%,  and  saving  $1.5  million  in  annual  property  loss 
and  $182,000  in  firefighter  overtime  spending.  (Sanders,  1992) 

DESPITE  EFFECTIVENESS,  MORE  PREVENTION  AND 
EDUCATION  NEEDED 

•  Sixty-four  percent  of  residential  fire  deaths  overall  occur  in  the 
18%  of  homes  without  at  least  one  smoke  detector.  Yet,  one- 
third  of  the  smoke  detectors  in  U.S.  households  do  not  function 
due  to  dead  or  missing  batteries.  (USFA,  1992;  CDC,  1992) 

•  Without  a  smoke  detector  and  fire  safety  education,  families  may 
underestimate  the  dangers  of  smoke  and  poisonous  gases 
associated  with  fire.  Only  26%  of  fire  victims  die  as  a  result  of 
burns;  74%  die  from  smoke  inhalation  and  a  lack  of  oxygen. 
(SAFE  KIDS,  1992) 

•  An  assessment  of  285  third-grade  students'  fire  safety  knowledge 
revealed  that,  in  66%  of  items  asked,  the  percentage  of  wrong 
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answers  exceeded  the  percentage  of  correct  responses.  (Frederick 
and  White,  1989) 

A  1991  national  injury  control  conference  produced  the  following 
priority  recommendations  to  reduce  fire  and  burn  injuries  -- 
lowering  cigarette  ignition  potential  and  developing  and  enforcing 
residential  smoke  detector  requirements,  sprinklers  in  new  housing, 
and  antiscald  devices  in  hot  water  systems.  (CDC,  1992) 
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INVESTIGATIVE  HEARING  SUMMARY 

THE  PROFITS  OF  MISERY: 
HOW  INPATIENT  PSYCHIATRIC  TREATMENT  BILKS 
THE  SYSTEM  AND  BETRAYS  OUR  TRUST 

Washington,  DC,  April  28,  1992 


The  Select  Committee  initiated  an  investigation  into  widespread 
allegations  of  fraudulent  and  unethical  practices  in  the  private  for-profit 
psychiatric  hospital  industry.  A  public  hearing  was  conducted  on  April 
28,  1992. 

In  the  early  eighties  private  insurance,  along  with  federal  and  state 
programs,  made  hundreds  of  millions  of  dollars  available  to  treat 
people  with  mental  illnesses  and  drug  and  alcohol  problems.  These 
insurance  programs  provided  especially  generous  benefits  for  in-patient 
treatment.  At  the  same  time,  the  government  began  to  deregulate  the 
industry.  Psychiatry  was  exempted  from  the  Diagnosis  Related 
Groupings  (DRG)  system  in  1983.  The  federal  government  ended  the 
requirement  for  a  Certificate  of  Need  at  hospitals  where  federal  funds 
were  used.  The  hospital  industry  began  to  lobby  state  governments  to 
eliminate  requirements  for  Certificates  of  Need.  The  growth  of  large 
corporate  psychiatric  hospital  chains  began  to  skyrocket  with  billions  of 
dollars  of  profits  to  be  made.  The  expansion  led  to  unprecedented 
competition  for  patients  and  their  insurance  dollars.  The  atmosphere 
was  ripe  for  the  kind  of  disturbing  practices  that  Select  Committee 
investigators  uncovered  from  coast  to  coast. 

The  investigation  revealed  widespread  unethical  and  abusive  treatment 
and  fraudulent  billing  practices.  Witnesses  at  the  hearing  testified  to: 

Manipulative  advertising  and  marketing  schemes; 

Keeping  patients  in  the  hospital  until  their  insurance  coverage  was 
exhausted,  and  then  discharging  them; 

Mental  health  providers  pressured  by  hospitals  to  alter  their 
diagnoses  to  increase  profits;  hospitals  "infiltrating"  schools  by 
paying  kickbacks  to  school  counselors  who  deliver  students; 
bonuses  paid  to  hospital  employees  and  various  kickback 
schemes  to  therapists  to  keep  beds  filled;  military  families  being 
targeted  for  their  generous  mental  health  benefits;  and  an 
international  network  of  patient  brokers. 

The  state  of  Texas  was  especially  vulnerable  to  these  practices  because 
conditions  there  had  led  to  a  proliferation  of  private  psychiatric 
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hospitals.  State  Senator  Mike  Moncrief,  who  chairs  a  Senate  Interim 
Committee  on  Health  and  Human  Services  testified  to  accounts  of 
patient  abductions  and  astonishing  overcharges,  such  as  36  prescription 
drugs  in  one  day,  and  enough  lithium  alone  to  be  fatal  if  actually  taken. 
Senator  Moncrief  testified  that  psychiatric  hospitals  in  Texas  had  bilked 
the  Victim's  Compensation  Fund  by  targeting  victims  of  crime,  knowing 
they  could  collect  for  services  from  the  fund.  Senator  Moncrief 
described  the  practices  in  Texas  as  "the  most  elaborate,  aggressive, 
creative,  deceptive,  immoral,  and  illegal  schemes  being  used  to  fill 
empty  hospital  beds  with  insured  and  paying  patients." 

Much  of  the  increase  in  admissions  and  costs  for  psychiatric  inpatient 
treatment  has  been  for  children  and  adolescents,  who  were  particular 
targets  of  these  schemes.  Americans  are  spending  almost  $4  billion 
dollars  a  year  on  psychiatric  inpatient  treatment  of  children  and 
adolescents.  In  1988,  the  cost  of  private  psychiatric  hospitalization 
exceeded  $16,000  per  adolescent.  A  former  administrator  of  a  Texas 
private  psychiatric  hospital  testified  that  children  and  adolescents  were 
"the  hospital's  big  money  winner."  The  hospital  had  a  group  in  their 
referral  network  that  would  go  out  and  meet  with  elementary,  junior 
high,  and  high  schools.  They  would  pay  for  the  counselors  in  the 
schools  by  paying  the  school  district  for  the  counselor,  and  then  remain 
in  constant  contact  with  the  counselor  through  hospital  marketing 
personnel. 

Select  Committee  members  asked  why  insurance  companies  so  willingly 
paid  claims  that  were  obviously  fraudulent,  such  as  billing  for  more 
medication  than  could  be  consumed,  or  more  hours  of  therapy  than 
could  possibly  be  given  in  a  24-hour  period.  Investigators  learned  that 
several  large  insurance  corporations  are  shareholders  in  the  for  profit 
hospital  chains.  However,  even  more  troubling  was  the  lack  of 
government  oversight  in  this  area.  Louis  Parisi,  Director  of  the  Fraud 
Division,  of  the  Department  of  Insurance  in  New  Jersey,  testified  that 
"if  the  health  insurance  industry  has  any  hope  or  desire  to  provide 
affordable  health  care  coverage,  it  must  come  to  grips  with  the  fact  that 
fraud  is  something  that  can  no  longer  be  ignored.. ..Insurance  carriers 
never  once  questioned  the  policies  and  practices  engaged  in  by  some 
hospitals.  In  eight  years  of  operation,  the  New  Jersey  Insurance  Fraud 
Division  never  received  one  complaint  from  the  insurance  industry 
concerning  any  aspect  of  a  particular  hospital  that  was  under 
investigation....There  are  only  fourteen  (14)  states  in  the  nation  with 
Insurance  Fraud  Divisions."  Mr.  Parisi  stated,  "We  must  not  have  only 
14  states  looking  for  fraud,  but  50  with  aggressive  programs  and  heavy 
penalities." 
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As  a  case  in  point  the  Select  Committee  looked  at  the  Civilian  Health 
and  Medical  Program  of  the  Uniform  Services  (CHAMPUS),  which 
covers  medical  costs  for  military  family  members  and  retirees.  The 
mental  health  insurance  costs  for  CHAMPUS  increased  126%  between 
1986  and  1989,  to  $613  million  dollars  in  1989.  The  increase  can  be 
attributed  entirely  to  the  inpatient  treatment  of  children  and 
adolescents.  Aware  of  the  generous  mental  health  benefits  for  inpatient 
care  in  the  CHAMPUS  program,  private  psychiatric  hospitals  and 
residential  treatments  centers  located  around  military  bases  and 
aggressively  targeted  this  population. 

Mental  health  costs  to  CHAMPUS  more  than  doubled  in  the  last  five 
years  even  though  the  number  of  eligible  beneficiaries  remained 
relatively  constant.  Committee  investigators  found  that  for-profit 
psychiatric  hospitals  and  residential  treatment  centers,  armed  with 
nebulous  diagnoses,  and  relentless  advertising  and  marketing  to 
insecure,  anxious  parents,  had  become  the  home  of  thousands  of 
children  of  military  families. 

At  the  hearing,  the  General  Accounting  Office  testified  that  reviews  of 
CHAMPUS  inpatient  psychiatric  claims  revealed  alarming  results. 
Surveys  of  CHAMPUS  certified  residential  treatment  centers  uncovered 
serious  problems  that  potentially  affect  the  quality  of  care  provided. 
The  surveys  revealed  enormous  costs  for  minimal  care.  Examples  of  the 
problems  included: 

-  unqualified  staff  providing  therapy; 

--    excessive  use  or  misuse  of  restraints  and  seclusion  as  methods 

of  behavior  management; 
~    therapeutic  services  not  provided; 

child  care  workers  assessing  the  need  and  administering 

medications  instead  of  registered  nurses; 
~    restrictions  being  placed  on  mail,  telephone  calls,  and  visits  with 

families; 

--    strip  searches  conducted  without  justification;  and 

-  admission,  continued  stay,  and  discharge  criteria  not  being  stated 
or  followed. 

Quarterly  reviews  of  CHAMPUS  medical  records  found  that: 

-  1/3  of  cases  were  medically  unnecessary; 

--    2/3  of  cases  did  not  meet  critical  quality  of  care  criteria; 
--    31%  of  medical  records  indicated  unnecessary  lengths  of  stay. 

Focused  reviews  of  acute  care  hospitals  yielded  similar  results,  especially 
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in  the  area  of  inappropriate  admissions.  Among  the  findings: 

--    admissions  for  environmental  or  social  reasons,  such  as  difficult 

family  situations; 
--    admissions  in  lieu  of  incarceration  in  a  penal  institution; 
-    admissions  for  diagnostic  testing  or  treatment  that  could  have 

been  provided  in  a  different  setting. 

GAO  also  testified  about  the  lack  of  oversight  of  the  CHAMPUS 
program  by  DOD.  The  last  programmatic  review  was  conducted  13 
years  ago,  and  reported  on  the  lack  of  controls  over  psychiatric  services, 
resulting  in  abuses  on  the  part  of  both  providers  and  beneficiaries. 

Both  GAO  and  DOD  testified  that  new  programs  were  underway  to 
begin  to  address  these  issues.  However,  the  investigation  and  the 
hearing  revealed  the  frustrating  inability  of  the  states,  the  federal 
government,  insurance  companies  and  professional  associations  to 
control  the  unethical  and  fraudulent  activities  of  mental  health  care 
providers.  Members  underscored  that  both  state  and  federal  oversight 
needs  to  improve.  Select  Committee  investigators  are  currently  working 
with  federal  and  state  agencies  in  this  regard. 

The  Select  Committee  is  continuing  its  investigation  of  unethical  and 
fraudulent  practices  in  the  mental  health  industry.  Eliminating  fraud 
and  abuse  by  mental  health  providers  will  go  a  long  way  in  bringing 
escalating  health  care  costs  under  control. 
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INVESTIGATIVE  HEARING  SUMMARY 

COLLEGE  EDUCATION: 
PAYING  MORE  AND  GETTING  LESS 

Washington,  DC,  September  14,  1992 


On  September  14,  1992,  the  Select  Committee  on  Children,  Youth, 
and  Families  held  a  hearing  on  its  investigation  into  the  rising  cost  of 
a  college  education  entitled  "College  Education:  Paying  More  and 
Getting  Less." 

Since  1980,  there  has  been  a  dramatic  rise  in  the  cost  of  attending 
public  colleges  and  universities  in  the  United  States.  From  1980  to 
1990,  tuition  and  fees  alone  increased  by  141%,  over  twice  the  rate  of 
inflation,  at  4-year  colleges  and  universities.  This  increase  was  all  the 
more  baffling  because  during  this  same  period,  all  other  revenue 
sources  for  higher  education,  such  as  federal  and  state  aid  and 
endowments,  increased  dramatically. 

The  Committee  found  that  the  extraordinary  increases  in  tuition  during 
the  1980s  have  largely  been  the  result  of  (1)  higher  education's 
emphasis  on  research  with  all  its  associated  costs  at  the  expense  of  its 
teaching  mission  and  (2)  the  increasing  amount  of  money  being  spent 
for  administration  at  colleges  and  universities  around  the  nation. 

As  a  result  of  this  shift  in  emphasis  toward  research  and  away  from 
teaching,  undergraduates  have  been  especially  affected  in  terms  of  the 
increased  use  of  teaching  assistants  (graduate  students)  in  place  of 
professors,  fewer  class  selections,  overenrolled  required  courses,  shorter 
library  hours,  and  eliminated  departments.  In  addition,  the  Committee 
also  addressed  the  dramatic  increases  in  administrative  expenditures, 
noting  that  they  are  the  fastest  rising  costs  on  campuses  today.  For 
example,  in  1930  institutions  of  higher  education  spent  an  average  of 
19  cents  for  administration  for  every  dollar  spent  on  instruction.  In  the 
1987-88  academic  year,  the  outlay  for  administration  was  45  cents  for 
each  instructional  dollar. 

For  the  past  several  decades,  there  has  been  an  expanding  and 
concerted  effort  from  within  the  public  higher  education  system  to 
emulate  the  research-dominated  model  of  higher  education.  To  carry 
out  this  research-orientation  effort  requires  large  sums  of  money  to  pay 
for  laboratory  upgrades,  high-priced  salaries  for  "star  professors,"  and 
institutionally  funded  research.  All  of  these  areas  are  funded,  at  least 
partly,  through  tuition  revenue. 
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As  the  institutions  shifted  their  focus  toward  research  and  away  from 
teaching,  the  teaching  load  for  professors  went  steadily  downward  in 
order  for  them  to  spend  more  time  on  research.  Over  time,  the 
teaching  load  has  been  reduced  at  colleges  and  universities  to  about  9 
hours  a  week,  and  in  many  places  it  is  6  hours  a  week  or  lower.  This 
reduction  in  teaching  load  led  to  increased  costs  because  additional 
part-time  teachers  had  to  be  hired  to  cover  the  classes  the  professors 
were  excused  from.  In  addition,  colleges  and  universities  have  increased 
the  use  of  teaching  assistants  to  teach  undergraduates.  This  practice  of 
using  students  to  teach  students  not  only  increases  costs  but  has 
angered  many  students  and  parents  who  view  themselves  as  being 
shortchanged,  especially  in  view  of  the  increases  in  tuition. 

At  the  hearing,  two  former  college  administrators  testified  about  many 
of  the  problems  present  in  higher  education  today,  including 
skyrocketing  tuition  increases,  the  over-emphasis  on  research,  and  the 
reduced  teaching  loads  of  professors.  Both  administrators  emphasized 
that  higher  education  must  be  more  accountable  to  the  students, 
parents,  and  taxpayers  they  serve.  Dr.  Robert  Iosue,  former  president 
of  York  College,  proposed  that  a  work  audit  of  college  and  university 
professors  be  conducted  that  would  document  the  number  of  classes  a 
professor  taught,  the  number  of  hours  a  professor  spent  in  the 
classroom,  the  number  of  students  who  finished  each  course,  the 
number  of  professors  on  sabbatical,  and  the  number  of  seminal  books 
and  articles  recently  published  by  each  professor  who  is  teaching  fewer 
than  12  hours  a  semester. 

In  addition,  two  college  students  testified  about  the  ever-increasing 
tuition  rates  at  their  universities  and  the  negative  effects  these  increases 
are  having  on  their  educational  experience.  Both  students  cited 
increased  use  of  teaching  assistants  instead  of  professors,  the  inability 
to  enroll  in  required  courses,  and  the  overemphasis  their  universities 
place  on  research  versus  teaching. 

Finally,  the  U.S.  General  Accounting  Office  (GAO)  reviewed  the 
changes  in  school  expenses  for  the  100  public  colleges  and  universities 
that  had  the  largest  increases  in  attendance  costs  for  fiscal  years  1987- 
1990.  The  GAO  found  that  the  percentage  increase  in  research 
expenses  was  not  only  the  largest  increase  of  all  expenses  but  exceeded 
the  percentage  increase  in  the  Consumer  Price  Index  by  almost  209 
percent. 

The  Select  Committee  is  continuing  its  investigation  into  higher 
education. 


LIST  OF  WITNESSES 
AND  THOSE  WHO  SUBMITTED  TESTIMONY 
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LIST  OF  WITNESSES  AND  THOSE  WHO  SUBMITTED 
TESTIMONY  FOR  THE  RECORD 

(*  testified  before  the  Select  Committee  on 
Children,  Youth,  and  Families) 


AMERICA'S  FAMILIES: 
CONDITIONS,  TRENDS,  HOPES  AND  FEARS 

Archer,  William  R.  Ill,  M.D.,  Deputy  Assistant  Secretary  for 
Population  Affairs,  U.S.  Department  of  Health  &  Human 
Services,  Public  Health  Service,  Washington,  DC 

*  Bauer,  Gary  L.,  President,  Family  Research  Council,  Washington, 

DC 

*  Blankenhorn,  David,  President,  Institute  for  American  Values, 

New  York,  NY 

*  Breglio,  Vincent  J.,  Ph.D.,  President,  RSM,  Inc.,  Lanham,  MD 

*  Duncan,  Greg  J.,  Ph.D.,  Program  Director,  Survey  Research 

Center,  University  of  Michigan,  Ann  Arbor,  MI 

*  Hernandez,  Donald  J.,  Ph.D.,  Chief,  Marriage  and  Families 

Statistics  Branch,  Population  Division,  Bureau  20  of  the  Census, 
U.S.  Department  of  Commerce,  Washington,  DC 

*  Lake,  Celinda,  Vice  President,  Greenberg-Lake,  Washington,  DC 

*  Plewes,  Thomas  J.,  Associate  Commissioner  for  Employment  and 

Unemployment  Statistics,  Bureau  of  Labor  Statistics,  U.S. 
Department  of  Labor,  Washington,  DC 

*  Rector,  Robert,  Policy  Analyst,  Welfare  and  Family  Issues,  The 

Heritage  Foundation,  Washington,  DC 

*  Rockefeller,  Hon,  John  D.,  IV,  a  U.S.  Senator  in  Congress  from 

the  State  of  West  Virginia;  Chairman,  National  Commission  on 
Children,  Washington,  DC 

*  Weitz,  Judith,  KIDS  COUNT  Coordinator,  The  Center  for  the 

Study  of  Social  Policy,  Washington,  DC 

*  Zimbler,  Jason,  Nickelodeon  Show  "Clarissa  Explains  It  All", 

New  York,  NY 


KEEPING  KIDS  SAFE:  EXPLORING  PUBLIC/PRIVATE 
PARTNERSHIPS  TO  PREVENT  ABUSE 
AND  STRENGTHEN  FAMILIES 

*  Breakey,  Gail,  R.N.,  M.P.H.,  Director,  Hawaii  Family  Stress 
Center,  Kapiolani  Medical  Center  for  Women  and  Children, 
Honolulu,  HI 
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Chadwick,  David  L.,  M.D.,  Director,  Center  for  Child  Protection, 

Children's  Hospital  and  Health  Center,  San  Diego,  CA 
Donnelly,  Anne  Conn,  D.P.H.,  Executive  Director,  National 

Committee  for  Prevention  of  Child  Abuse,  Chicago,  IL 
Horn,  Wade  F.,  Ph.D.,  Commissioner,  Administration  for 

Children,  Youth,  and  Families,  U.S.  Department  of  Health  and 

Human  Services,  Washington,  DC 
Kelly,  Susan  A,  M.S.W.,  Program  Director,  Families  First 

Program,  Michigan  Department  of  Social  Services,  Division  of 

Child  and  Family  Services,  Lansing,  MI 
Mills,  David,  President,  National  Alliance  of  Children's  Trust  and 

Prevention  Funds,  Lansing  MI 
Olds,  David  L.,  Ph.D.,  Associate  Professor,  Department  of 

Pediatrics,  University  of  Rochester,  Rochester,  NY 
Watson,  Bernard,  Ph.D.,  President  and  Chief  Executive  Officer, 

William  Penn  Foundation,  Philadelphia,  PA 


PROFITS  OF  MISERY:  HOW  IN-PATIENT  PSYCHIATRIC 
TREATMENT  BILKS  THE  SYSTEM  AND  BETRAYS  OUR  TRUST 

Afield,  Walter  E,,  M.D.,  Psychiatrist,  Chief  Executive  Officer  and 
Medical  Director,  The  Mental  Health  Programs  Corporation, 
Tampa,  FL 

Akinc,  Umit,  Ph.D. 

Arnold,  Charles  S.,  M.D.,  Psychiatrist,  San  Antonio,  TX 
Baine,  David  P.,  Director,  Federal  Health  Care  Delivery  Issues, 
Human  Resources  Division,  U.S.  General  Accounting  Office, 
Washington,  DC;  accompanied  by  Steve  Bachus,  Assistant 
Director,  Human  Resources  Division,  U.S.  General  Accounting 
Office,  Washington,  DC 
Bok,  Duard,  M.D.,  Psychiatrist,  former  employee  of  psychiatric 
hospital 

Chandler,  Hal,  M.D.,  Psychiatrist,  Oklahoma  City,  OK 
Clark,  Corydon  G.,  M.D.,  Child  Adolescent  and  Family  Psychiatry, 
Rescue,  CA 

Clark,  Kenneth  M.,  M.D.,  Clark  &  Clark,  Ltd.,  Reno,  NV 
Cohen,  Richard  L.,  M.D.,  President,  American  Academy  of  Child 

&  Adolescent  Psychiatry,  Washington,  DC 
Decker,  Curtis  L.,  Esq.,  Executive  Director,  National  Association 

of  Protection  &  Advocacy  Systems,  Inc.,  Washington,  DC 
Durrett,  Russel  D.,  former  employee,  Psychiatric  Hospital, 

Burleson,  TX 

Hendryx,  Janice,  Assistant  Director,  Oklahoma  Commission  on 
Children  and  Youth  (Office  of  Juvenile  System  Oversight) 
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Oklahoma  City,  OK 
Hutchison,  James,  Ed.D.,  Licensed  Psychologist,  Bellaire,  TX 
MacMillan,  Robert  M.,  M.D.,  F.C.F.P.,  Executive  Director, 

Ministry  of  Health,  Ontario,  Canada 
Mancuso,  Donald,  Assistant  Inspector  General  for  Office  of 

Investigations,  U.S.  Department  of  Defense,  Washington,  DC 
Martin,  Rear  Admiral  Ed  D.,  M.D.,  USPHS,  Deputy  Assistant 

Secretary  of  Defense  for  Professional  Affairs  and  Quality 

Assurance,  U.S.  Department  of  Defense,  Health  Affairs, 

Washington,  DC;  accompanied  by  Martin  Kappert,  Deputy 

Assistant  Secretary  of  Defense,  Health  Services  Financing, 

Washington,  DC 
Moncrief,  Hon.  Mike,  a  Texas  State  Senator;  Chairman,  Texas 

Senate  Interim  Committee  on  Health  and  Human  Services, 

Austin,  TX 

Parisi,  Louis,  Director,  Fraud  Division,  State  of  New  Jersey, 

Department  of  Insurance,  Trenton,  NJ 
Roitman,  Norton  A.,  M.D.,  Las  Vegas,  NV 
Sabshin,  Melvin,  M.D.,  Medical  Director,  American  Psychiatric 

Association,  Washington,  DC 
Shook,  Loren  B.,  President,  Community  Psychiatric  Centers, 

Laguna  Hills,  CA 
Smith,  Louisa,  J.D.,  Harvard  Law  School,  Boston,  MA 
Trachtenberg,  Robert  L.,  Executive  Director,  National  Association 

of  Private  Psychiatric  Hospitals,  Washington,  DC 


HEALTH  CARE  REFORM:  HOW  DO  WOMEN, 
CHILDREN  AND  TEENS  FARE? 

American  Academy  of  Pediatrics,  Washington,  DC 

Brown,  Sarah  S.,  M.P.H.,  Senior  Study  Director,  National  Forum 

on  the  Future  of  Children  and  Families,  Institute  of  Medicine, 

Washington,  DC 
Feldman,  Margaret,  Washington  Representative,  National 

Conference  on  Family  Relations;  1992  Coordinator,  Consortium 

of  Family  Organizations,  Washington,  DC 
Flyer,  Dr.  Richard  H.,  Chair,  Emergency  Medical  Services  for 

Children  Coalition,  Association  for  Children  of  New  Jersey, 

Newark,  NJ 

Freedman,  Steve  A.,  Ph.D.,  F.AA.P.,  (Hon.),  Executive  Director, 
Institute  for  Child  Health  Policy;  Associate  Professor  of 
Pediatrics  and  Health  Services  Administration,  University  of 
Florida,  Gainesville,  FL 

Griss,  Bob,  Senior  Health  Policy  Researcher  and  Co-chair, 
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Health  Task  Force,  Consortium  for  Citizens  with  Disbilities, 

United  Cerebral  Palsy  Associations 
Haislmaier,  Edmund  R,  Policy  Analyst  for  Health  Care  Issues, 

The  Heritage  Foundation,  Washington,  DC 
Johnson,  Robert  L.,  M.D.,  F.A.A.P.,  Director,  Division  of 

Adolescent  Medicine,  UMDNJ-New  Jersey  Medical  School, 

Newark,  NJ;  Chair  of  the  Board,  The  Center  for  Population 

Options,  Washington,  DC 
March  of  Dimes  Birth  Defects  Foundation 
Nelson,  Richard  P.,  M.D.,  President,  Association  of  Maternal  and 

Child  Health  Programs,  Washington,  DC;  Director,  Iowa  Child 

Health  Specialty  Clinics;  and  Associate  Professor  of  Pediatrics, 

University  of  Iowa,  Iowa  City,  LA 
Renshaw,  Kathleen,  parent  accompanied  by  Marisa  Harvey 

Encinitas,  CA 

Sweeney,  Robert  H.,  President,  The  National  Association  of 
Children's  Hospitals  and  Related  Institutions,  Inc.,  Alexandria, 
VA 

Walizer,  Elaine  H.,  Chagrin  Falls,  OH 

Weaver,  Joan  and  Mike,  parents  accompanied  by  son,  Steven, 
Lorton,  VA 


CONFRONTING  THE  IMPACT  OF  ALCOHOL  LABELING 
AND  MARKETING  ON  NATIVE  AMERICAN 
HEALTH  AND  CULTURE 

American  Academy  of  Pediatrics,  Washington,  DC 
Anderson,  Mike,  Executive  Director,  National  Congress  of 

American  Indians,  Washington,  DC 
Blackhawk,  John,  Executive  Director,  Nebraska  State  Commission 

on  Indian  Affairs,  Lincoln,  NE 
Bourland,  Gregg  J.,  Chairman,  Cheyenne  River  Sioux  Tribe,  Eagle 

Butte,  SD 

Campbell,  Hon.  Ben  Nighthorse,  a  Member  of  the  U.S.  House  of 

Representative  from  the  State  of  Colorado 
Daschle,  Hon.  Thomas  A.,  a  Member  of  the  U.S.  Senate  from  the 

State  of  South  Dakota 
Destro,  Robert  A.,  J.D.,  Associate  Professor  of  Law,  Catholic 

University  of  America,  Washington,  DC 
Earle,  William  T.,  Chief,  Revenue  Programs  Division,  Office  of 

Compliance  Operations,  Bureau  of  Alcohol,  Tobacco  and 

Firearms,  U.S.  Department  of  the  Treasury,  Washington,  DC; 

accompanied  by  John  J.  Manfreda,  Associate  Chief  Counsel, 

Office  of  Chief  Counsel,  Bureau  of  Alcohol,  Tobacco  and 
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Firearms,  U.S.  Department  of  the  Treasury,  Washington,  DC 
Her  Many  Horses,  Michael  L,  Executive  Director,  Oglala  Sioux 

Tribe,  Pine  Ridge  Indian  Reservation,  Pine  Ridge,  SD 
Jones,  Jason  K.,  Member,  Oglala  Sioux  and  San  Carlos  Apache 

Tribes,  San  Carlos,  AZ;  accompanied  by  Vivian  Juan,  Member, 

Board  of  Trustees,  United  National  Indian  Tribal  Youth,  Inc. 

(UNITY),  Oklahoma  City,  OK,  and  Assistant  Dean,  Native 

American  Student  Affairs,  Native  American  Resource  Center, 

University  of  Arizona,  Tucson,  AZ 
Juan,  Vivian,  Member,  Board  of  Trustees,  United  National  Indian 

Tribal  Youth,  Inc.  (UNITY),  Oklahoma  City,  OK,  and  Assistant 

Dean,  Native  American  Student  Affairs,  Native  American 

Resource  Center,  University  of  Arizona,  Tucson,  AZ 
Mickelson,  Hon.  George  S.,  Governor,  State  of  South  Dakota 

National  Council  on  Alcoholism  and  Drug  Dependence,  Inc. 
Novello,  Antonia  C,  M.D.,  M.P.H.,  Surgeon  General,  Public 

Health  Service,  U.S.  Department  of  Health  and  Human 

Services,  Washington,  DC 
Peck,  Robert  S.,  Legislative  Counsel,  American  Civil  Liberties 

Union,  Washington,  DC 
Petoskey,  Eva  L.,  M.S.  Evaluation  Coordinator,  First  American 

Prevention  Center,  Red  Cliff  Band  of  Lake  Superior  Chippewa, 

Red  Cliff,  WI 

Raymond,  A.  Hank,  President,  Board  of  Directors,  American 

Indian  Service  Center  of  Honolulu,  Honolulu,  HI 
Shafran,  Hank,  Communications  Consultant,  Beverage  Distribution 

Consultants,  Swampscott,  MA 
Smith,  Dr.  Craig  R.,  Director,  Center  for  First  Amendment 

Studies;  Chairman,  Communications  Department,  California 

State  University,  Long  Beach,  CA 
Taylor,  Patricia,  Director,  Alcohol  Policies  Project,  Center  for 

Science  in  the  Public  Interest,  Washington,  DC 
Westerman,  Floyd  Red  Crow,  Actor,  Los  Angeles,  CA;  Elder, 

Sisseton-Wahpeton  Tribe,  Dakota  Sioux  Nation 


INVESTING  IN  FAMILIES: 
A  HISTORICAL  PERSPECTIVE 

Carlson,  Allan,  Ph.D.,  President,  The  Rockford  Institute, 
Rockford,  IL 

Coontz,  Stephanie,  Author;  Member  of  Faculty,  Evergreen  State 

College,  Olympia,  WA 
Moynihan,  Hon.  Daniel  Patrick,  Member  of  U.S.  Senate  from  the 

State  of  New  York;  Chairman,  Subcommittee  on  Social  Security 
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and  Family  Policy,  Committee  on  Finance,  Washington,  DC, 
accompanied  by  Paul  Offner 


FIRE  SAFETY: 
PROTECTING  OUR  CHILDREN  AND  FAMILIES 

Brace,  Thomas  R.,  Vice  President,  National  Association  of  State 
Fire  Marshals,  Washington,  DC;  and  Minnesota  State  Fire 
Marshal,  Department  of  Public  Safety,  St.  Paul,  MN 

Feely,  Herta  B.,  Executive  Director,  National  SAFE  KIDS 
Campaign,  Washington,  DC 

Grant,  Allison  B.,  Member,  Student  Leadership  Institute, 
Highland  Middle  School,  Louisville,  KY,  Louisville,  KY 

Klugh,  Brian,  Lieutenant,  Assistant  Fire  Marshal,  Lancaster 
Bureau  of  Fire,  Lancaster,  PA 

Sanders,  Colonel  Russell  E.  Chief,  Louisville  Division  of  Fire, 
Louisville,  KY 

Spaulding,  Romeo  O.,  President,  International  Association  of 
Black  Professional  Fire  Fighters;  Director,  Community  Relations 
and  Public  Fire  Safety  Education;  Lieutenant,  District  of 
Columbia  Fire  and  Emergency  Medical  Services  Department, 
Washington,  DC 
U.S.  Consumer  Product  Safety  Commission,  Washington,  DC 
Wall,  Edward  M.,  Deputy  Administrator,  United  States  Fire 
Administration,  Federal  Emergency  Management  Agency, 
Emmitsburg,  MD 

COLLEGE  EDUCATION: 
PAYING  MORE  AND  GETTING  LESS 

Bretzman,  Jason,  A  senior  at  University  of  Wisconsin 
Bukowski,  Jeffrey,  A  senior  at  University  of  Maryland 
Huber,  Richard  M.,  Ph.D.,  Former  Dean  of  Hunter  College 
Iosue,  Robert  V.,  Ph.D.,  Former  President  of  York  College  of 
Pennsylvania 


HIGHLIGHTS  OF  LEGISLATION 
AFFECTING  CHILDREN,  YOUTH,  AND  FAMILIES 
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HIGHLIGHTS  OF  LEGISLATION 
AFFECTING  CHILDREN,  YOUTH,  AND  FAMILIES 


PART  I 
LEGISLATION  ENACTED 
INTO  LAW  DURING  THE  102D  CONGRESS 


CHILDREN.  YOUTH.  AND  FAMILIES  IN  CRISIS 

•  Juvenile  Justice  and  Delinquency  Prevention  Amendments  of  1992 
(H.R.  5194,  P.L.  102-586)  include  the  following  child  abuse 
provisions.  The  law  amends  the  confidentiality  law  in  the  Child 
Abuse  Act  to  permit  disclosure  of  child  abuse  records  to  people  or 
entities  that  the  state  determines  have  a  need  to  know;  expresses  the 
sense  of  the  Congress  that  states  should  have  child  abuse  death 
review  teams;  authorizes  a  new  program  to  assist  juvenile  offenders 
who  were  victims  of  child  abuse;  and  authorizes  a  facility-based 
system  of  children's  advocacy  centers  to  improve  child  abuse 
intervention,  prosecution,  and  investigation  and  to  offer 
individualized  care  and  services  to  child  abuse  victims.  (See  CHILD 
WELFARE,  CRIME  PREVENTION  AND  FAMILY  SUPPORT, 
and  HOUSING/HOMELESS  YOUTH  AND 
FAMILIES/RUNAWAYS) 


•  Child  Abuse,  Domestic  Violence,  Adoption  and  Family  Services  Act 
of  1992  (H.R,  4712,  S.  838;  P.L.  102-295)  extends  through  FY  1995 
the  authorizations  of  appropriations  for  programs  under  the  Child 
Abuse  Prevention  and  Treatment  Act,  the  Family  Violence 
Prevention  and  Services  Act,  the  Adoption  Opportunities  Act,  and 
the  Temporary  Child  Care  for  Children  with  Disabilities  and  Crisis 
Nurseries  Act.  Under  the  Child  Abuse  Act,  the  law  requires  states, 
for  the  first  time,  to  target  their  general  state  grant  monies  at 
improving  their  child  protective  service  systems,  emphasizes 
community-based  child  abuse  prevention  efforts,  and  requires  the 
U.S.  Advisory  Board  on  Child  Abuse  and  Neglect  to  study  the  issue 
of  child  maltreatment  fatalities.  The  new  law  expands  the  Family 
Violence  Act  and  changes  it  from  a  demonstration  program  to  a 
service  delivery  program.  (See  CHILD,  ADOLESCENT,  AND 
FAMILY  HEALTH  AND  SAFETY  and  CRIME  PREVENTION 
AND  FAMILY  SUPPORT) 


•  Protection  and  Advocacy  for  Mentally  HI  Individuals  Amendments 
Act  of  1991  (S.  1475,  P.L.  102-173)  extends  through  FY  1995  the 
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authorization  for  federal  grants  to  states  to  operate  protection  and 
advocacy  systems  for  mentally  ill  individuals.  These  systems  are 
designed  to  protect  the  legal  rights  of  individuals  with  mental  illness 
and  to  investigate  incidents  of  neglect  and  abuse. 

•  H.R.  2332,  P.L.  102-65  extends  by  four  months,  until  October  31, 
1991,  the  application  deadline  for  special  temporary  protected  status 
for  Salvadoran  families. 

•  Foreign  Operations,  Export  Financing,  and  Related  Programs 
Appropriations  Act,  1993  (H.R.  5368,  P.L.  102-391)  includes  an 
earmark  of  $5  million  in  FY  1993  for  humanitarian  assistance  for 
Cambodian  children. 


EMPLOYMENT  AND  CIVIL  RIGHTS 

•  Job  Training  Reform  Amendments  of  1992  (H.R.  3033,  P.L.  102-367) 
amend  the  Job  Training  Partnership  Act  (JTPA)  to  improve  the 
delivery  of  services  to  hard-to-serve  youth  and  adults.  The  law 
mandates  that,  in  addition  to  requirements  that  job  training 
participants  be  economically  disadvantaged,  at  least  60%  of  those 
served  in  the  adult  and  youth  programs  in  a  local  service  delivery 
area  must  also  have  limited  work  histories  and  substantial  barriers 
to  employment. 

•  Unemployment  Compensation  Amendments  of  1992  (H.R.  5260,  P.L. 
102-318)  extend  the  expanded  unemployment  compensation  program 
through  March  6,  1993  and  provide  26  or  20  weeks  of  benefits  to 
new  claimants  of  extended  benefits  beginning  after  June  13,  1992. 
Benefits  will  be  phased  downward  if  the  national  total 
unemployment  rate  falls. 

•  H.R.  4095,  P.L.  102-244  provides  an  additional  13  weeks  of  benefits 
for  workers  claiming  extended  unemployment  compensation  benefits, 
making  a  total  of  33  or  26  weeks  of  unemployment  compensation 
available  through  June  13,  1992. 

•  Nontraditional  Employment  for  Women  Act  (H.R.  906,  S.  367;  P.L. 
102-235)  amends  the  JTPA  to  require  goals  for  training  and  placing 
women  in  jobs  traditionally  dominated  by  men  and  to  disseminate 
information  about  successful  strategies  for  nontraditional 
employment  and  training  opportunities.  The  law  sets  aside  funds 
from  the  JTPA's  national  activities  appropriation  to  make  grants  to 
the  states  to  develop  demonstration  programs  to  train  and  place 
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women  in  nontraditional  employment. 

•  H.R.  1724,  P.L.  102-182,  signed  into  law  two  weeks  after  P.L.  102- 
164,  eliminates  the  six-week  benefit  tier  that  was  included  in  P.L. 
102-164,  resulting  in  an  increase  in  benefits  for  some  workers. 

•  Civil  Rights  Act  of  1991  (H.R.  1,  S.  1745;  P.L.  102-166)  overturns 
five  key  1989  Supreme  Court  decisions  that  made  it  more  difficult 
for  women  and  minorities  to  obtain  redress  from  the  courts  for 
employment  discrimination.  The  law  shifts  the  burden  to  the 
employer  to  prove  that  an  employment  policy  or  practice  that 
adversely  affects  women  or  minorities  is  a  business  necessity,  and,  for 
the  first  time,  allows  compensatory  and  punitive  damages  to  victims 
of  job  discrimination  based  on  sex,  religion,  or  disability.  It 
establishes  a  commission  to  examine  the  "glass  ceiling"  effect  that 
limits  advancement  opportunities  for  women  and  minorities. 

•  Emergency  Unemployment  Compensation  Act  of  1991  (H.R.  3575, 
P.L.  102-164)  extends  unemployment  benefits  for  six,  13,  or  20 
weeks,  depending  on  the  unemployment  rate  in  the  state,  to  workers 
who  exhaust  their  regular  26  weeks  of  benefits.  The  extension  is 
authorized  from  November  17,  1991,  through  July  4,  1992. 

•  Emergency  Unemployment  Compensation  Act  of  1991  (H.R.  3201, 
P.L.  102-107)  would  have  provided  from  four  to  20  weeks  of 
extended  unemployment  compensation  to  unemployed  workers. 
Although  the  measure  was  signed  into  law  by  the  President,  the  law 
did  not  take  effect  because  the  President  did  not  sign  a  separate 
declaration  of  an  emergency. 

•  Rehabilitation  Act  Amendments  of  1991  (H.R.  2127,  P.L.  102-52) 
extend  Rehabilitation  Act  programs,  which  provide  rehabilitation  and 
independent  living  programs  for  individuals  with  disabilities,  through 
FY  1992. 


EDUCATION 

•  Ready  to  Learn  Act  (S.  3134,  P.L.  102-545)  expands  the  availability 
of  educational  and  instructional  video  programming  and  supporting 
educational  resources  for  preschool  and  elementary  school  children 
as  a  tool  to  improve  school  readiness.  The  law  requires  that  at  least 
60%  of  the  $50  million  authorization  be  applied  toward  the 
development  and  distribution  of  educational  and  instructional  video 
programming  and  support  materials  for  parents,  child  care  providers, 
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and  educators. 

Head  Start  Improvement  Act  of  1992  (H.R.  5630,  P.L.  102-401) 

amends  the  Head  Start  Act  to  include  parental  literacy  training 
among  the  services  provided  to  parents,  establishes  guidelines  that 
the  Secretary  of  Health  and  Human  Services  (HHS)  must  consider 
in  determining  whether  Head  Start  agencies  may  receive  a  waiver  or 
reduction  of  required  non-federal  matching  funds,  requires  Head 
Start  agencies  to  provide  child  development  skills  training,  and 
requires  the  Secretary  of  HHS  to  establish  uniform  procedures  for 
Head  Start  agencies  to  request  approval  to  purchase  facilities. 

Higher  Education  Amendments  of  1992  (S.  1150,  P.L,  102-325) 
reauthorize  federal  student  financial  assistance  programs  for  higher 
education  and  teacher  recruitment,  retention  and  development 
programs.  The  law  authorizes  $20  million  in  grants  to  institutions 
of  higher  education  for  innovative  programs  to  recruit  and  train 
students  for  careers  in  early  childhood  development  training  and 
violence  counseling  and  $10  million  in  grants  to  states  to  assess  and 
maximize  the  coordination  of  training  for  the  early  childhood 
development  credential.  Incorporated  in  the  law  are  provisions  of 
the  Women  and  Minorities  in  Science  and  Mathematics  Act  of  1991 
(H.R.  2142)  to  provide  training  for  faculty  and  staff  to  develop 
educational  programs  for  encouraging  the  entry  of  women  and 
minorities  into  these  fields,  and  to  provide  counseling  for  high 
school  girls  to  encourage  them  to  pursue  math  and  science 
education. 

Individuals  with  Disabilities  Education  Act  Amendments  of  1991 
(H.R.  3053,  S.  1106;  P.L.  102-119)  extend  Part  H,  the  Infants  and 
Toddlers  Program,  which  authorizes  funding  to  states  to  develop 
statewide  systems  to  serve  children  with  disabilities  under  the  age  of 
three  and  their  families.  The  law  modifies  the  Preschool  Grant 
Program  to  allow  Part  B  funds  of  the  State  Grant  Program  to  be 
used  for  children  who  will  reach  their  third  birthday  during  the 
school  year,  whether  or  not  they  were  already  receiving  services 
under  Part  H,  and  increases  the  funding  ceiling  per  preschool  child 
from  $1,000  to  $1,500.  The  law  allows  states  to  include  under  their 
definitions  of  children  with  disabilities  those  children  with  physical, 
cognitive,  communication,  social  or  emotional  adaptive  disorders. 
It  also  establishes  a  federal  interagency  coordinating  council  for  early 
intervention  services. 

National  Dropout  Prevention  Act  of  1991  (H.R.  2313,  P.L.  102-103) 

extends  several  education  programs  through  FY  1993  that  test  and 
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evaluate  promising  strategies  for  preventing  students  from  dropping 
out  of  school.  The  law  also  extends  the  Excellence  in  Mathematics, 
Science  and  Engineering  Act  of  1990,  which  provides  undergraduate 
science  scholarships,  and  amends  the  Star  Schools  Program,  which 
provides  demonstration  grants  for  telecommunications  partnerships 
to  improve  mathematics,  science,  and  foreign  language  education. 

•  National  Literacy  Act  of  1991  (H.R.  751,  P.L.  102-73)  authorizes 
federal  literacy  programs,  establishes  the  National  Institute  for 
Literacy  and  the  National  Institute  Board,  and  authorizes  the 
Secretary  of  Education  to  develop  a  network  of  national,  state,  and 
regional  resource  centers  to  help  reduce  the  high  rate  of  illiteracy. 
The  law  authorizes  funding  for  grants  for  exemplary  demonstration 
partnerships  for  workplace  literacy;  renames  the  Even  Start  Program 
the  Even  Start  Family  Literacy  Program;  and  expands  eligibility  for 
funding  to  community-based  organizations  and  other  nonprofit 
organizations  applying  in  collaboration  with  local  educational 
agencies. 

•  Education  Council  Act  of  1991  (S.  64,  P.L.  102-62)  establishes  a 
national  commission  to  study  the  benefits  of  a  longer  school  year, 
and  creates  a  national  council  to  study  the  desirability  and  feasibility 
of  national  standards  and  testing  in  education. 

CHILD,  ADOLESCENT,  AND  FAMILY  HEALTH  AND  SAFETY 

•  Preventive  Health  Amendments  of  1992  (H.R.  3635,  P.L.  102-531) 

establish  the  Office  of  Adolescent  Health  and  set  forth  office 
activities,  including  the  establishment  of  a  National  Clearinghouse 
on  Adolescent  Health  and  the  development  of  a  national  plan  to 
improve  adolescent  health.  The  office  may  make  grants  to  carry  out 
demonstration  projects  for  the  purpose  of  improving  adolescent 
health,  including  projects  to  train  health  providers  who  work  with 
adolescents,  particularly  nurse  practitioners,  physician  assistants,  and 
social  workers;  and  projects  to  reduce  the  incidence  of  violence 
among  adolescents,  particularly  minority  males.  The  law  authorizes 
grants  for  the  development  and  operation  of  comprehensive  perinatal 
and  early  childhood  health  programs  in  medically  underserved  areas 
with  grants  to  migrant  health  centers,  community  health  centers,  and 
other  agencies  providing  health  care  for  the  homeless,  to  provide 
comprehensive  health  care  and  support  services  for  the  reduction  of 
the  incidence  of  infant  mortality  and  morbidity  among  children 
under  age  three.  The  law  also  authorizes  grants  in  the  following 
areas:   demonstration  projects  for  the  prevention  of  conditions  or 
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diseases  affecting  women  and  for  the  promotion  of  women's  health; 
activities  regarding  treatable  sexually  transmitted  disease  that  can 
cause  infertility  in  women;  and  screening,  referral,  and  education 
regarding  prostrate  cancer.  The  law  establishes  a  program  to  pool 
state  collection  and  analysis  of  birth  defect  data  on  a  regional  basis 
and  requires  the  Secretary  of  HHS  to  enter  into  negotiations  with 
manufacturers  of  vaccines  for  bulk  purchases  of  vaccines  to  be  used 
by  health  clinics  serving  children  in  poverty.  (See 
ENVIRONMENTAL  SAFETY  AND  TOXINS  AND  CHILDREN, 
YOUTH,  AND  FAMILIES) 

H.R.  1253,  P.L.  102-528  authorizes  the  use  of  State  Justice  Institute 
funds  to  carry  out  research  and  develop  judicial  training  curricula, 
concerning  child  custody  litigation  where  domestic  violence  has 
occurred. 

Battered  Women's  Testimony  Act  of  1992  (H.R.  1252,  P.L.  102-527) 
authorizes  the  State  Justice  Institute  to  fund  research  regarding  the 
use  of  expert  testimony  to  assist  in  the  criminal  defense  of  battered 
women.  The  law  also  authorizes  funding  for  the  development  of 
educational  materials  to  train  attorneys,  operators  of  battered 
women's  shelters,  and  other  battered  women's  advocates  on  the  use 
of  expert  witnesses  in  such  cases. 

Fire  Administration  Authorization  Act  of  1992  (H.R.  2042,  P.L.  102- 
522)  includes  a  provision  establishing  minimum  fire  protection 
standards  governing  the  installation  of  automatic  sprinklers  and 
smoke  detectors  in  newly  constructed  or  renovated  federal  and 
federally  subsidized  housing. 

Health  Professions  Education  Extension  Amendments  of  1992  (H.R. 
3508,  P.L.  102-408)  extend  for  three  years  the  authorization  of  a 
number  of  health  professions  and  nursing  education  programs,  many 
of  which  support  training  in  primary  care,  such  as  family  medicine, 
increasing  the  supply  of  health  professionals  in  underserved  areas, 
and  increasing  the  opportunities  of  disadvantaged  students  to  become 
health  professionals.  The  law  also  reforms  the  Health  Education 
Assistance  Loan  Program  and  extends  the  Area  Health  Education 
Centers,  Border  Health  Centers,  and  the  Health  Education  and 
Training  Center  programs. 

ADAMHA  Reorganization  Act  (S.  1306,  P.L.  102-321)  establishes 
grants  for  home-based  services  for  families  at  risk  due  to  substance 
abuse  to  promote  healthy  development  of  children  in  such  families. 
The  law  includes  many  provisions  from  the  Children's  and 
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Communities'  Mental  Health  Systems  Improvement  Act  of  1991 
(H.R.  1197),  which  authorizes  grants  to  ten  states  for  the  creation 
of  coordinated,  community-based  systems  of  mental  health  services 
for  children  and  youth  with  serious  emotional  disturbances.  (See 
ALCOHOL  AND  DRUG  ABUSE  PREVENTION  AND 
TREATMENT  and  CRIME  PREVENTION  AND  FAMILY 
SUPPORT) 

Child  Abuse,  Domestic  Violence,  Adoption  and  Family  Services  Act 
of  1992  (H.R.  4712,  S.  838;  P.L.  102-295)  extends  through  FY  1995 
the  authorization  of  appropriations  for  programs  under  the 
Temporary  Child  Care  for  Children  with  Disabilities  and  Crisis 
Nurseries  Act.  (See  CHILDREN,  YOUTH,  AND  FAMILIES  IN 
CRISIS  and  CRIME  PREVENTION  AND  FAMILY  SUPPORT) 

Intermodal  Surface  Transportation  Efficiency  Act  of  1991  (H.R.  2950, 
P.L.  102-240)  authorizes  appropriations  from  the  Highway  Trust 
Fund  to  develop  a  national  intermodal  surface  transportation  system, 
to  construct  and  repair  highways,  bicycle  paths,  and  pedestrian 
walkways,  and  to  establish  highway  and  bicycle  safety  programs; 
requires  airbags  in  all  new  passenger  cars  by  September,  1997  and 
in  all  light  trucks  a  year  later;  and  requires  states  to  enact 
mandatory  seat  belt  and  motorcycle  helmet  use  laws  or  lose  a 
portion  of  their  federal  highway  apportionment. 

Food,  Agriculture,  Conservation,  and  Trade  Act  Amendments  of  1991 
(H.R.  3029,  P.L.  102-237)  include  a  provision  authorizing  the 
establishment  of  a  rural  health  leadership  development  program  to 
provide  grants  to  assist  rural  areas  in  developing  health  care  services 
and  facilities. 

Medicaid  Voluntary  Contribution  and  Provider-Specific  Tax 
Amendments  of  1991  (H.R.  3595,  P.L.  102-234)  impose  restrictions 
on  the  types  of  state  revenues  for  which  federal  matching  payments 
are  available  under  the  Medicaid  program.  Effective 
October  1,  1992,  federal  matching  payments  are  no  longer  available 
for  revenues  from  "voluntary  donations"  to  states  from  health  care 
providers  and  are  only  available  for  revenues  from  provider  taxes 
that  are  "broad-based"  (taxes  uniformly  applied  to  all  health  care 
providers  in  a  class,  such  as  all  hospitals  or  all  nursing  homes).  In 
addition,  a  cap  of  25%  of  a  state's  Medicaid  expenditures  is  imposed 
on  the  amount  of  revenues  from  broad-based  provider  taxes  that  a 
state  can  use  to  fund  either  share  of  Medicaid.  The  law  provides 
that  states  can  spend  no  more  than  12%  of  their  total  Medicaid 
outlays  on  bonus  payments  for  hospitals  with  a  "disproportionate 
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share"  of  low-income  patients. 

•  Health  Information,  Health  Promotion,  and  Vaccine  Injury 
Compensation  Amendments  of  1991  (H.R.  3402,  P.L.  102-168)  extend 
for  five  years  the  authorization  of  federal  programs  concerning 
health  information  and  health  promotion,  including  preventive 
medicine,  health  education,  and  health  information  for  consumers. 
The  law  also  establishes  the  Office  of  Disease  Prevention  and  Health 
Promotion  within  the  Office  of  the  Assistant  Secretary  of  Health  and 
makes  technical  amendments  to  the  National  Childhood  Vaccine 
Injury  Compensation  Program. 

•  Agent  Orange  Act  of  1991  (H.R.  556,  P.L.  102-4)  enacts  into  law 
permanent  disability  benefits  for  Vietnam  veterans  who  suffer  certain 
conditions  due  to  exposure  to  Agent  Orange,  and  sets  out 
procedures  to  determine  whether  other  conditions  are  related  to 
exposure  to  Agent  Orange,  so  that  Vietnam  veterans  suffering  from 
these  conditions  could  be  eligible  for  VA  disability  benefits. 

•  Departments  of  Labor,  Health  and  Human  Services,  and  Education, 
and  Related  Agencies  Appropriations  Act,  1992  (H.R.  3839,  P.L.  102- 
170)  earmarks  $2  million  to  create  an  Office  of  Adolescent  Health 
in  the  Health  Resources  and  Services  Administration  (HRSA).  The 
Office  is  directed  to  establish  a  blue-ribbon  advisory  committee  for 
oversight  and  to  "...(i)nsure  that  projects  funded  combine  education 
and  health  programs,  for  example,  nursing  school-administered  clinics 
on  school  grounds." 

•  Treasury,  Postal  Service  and  Genera!  Government  Appropriations 
Act,  1992  (H.R.  2622,  P.L.  102-141)  includes  a  provision  requiring 
states  to  adopt  the  guidelines  issued  by  the  Federal  Centers  for 
Disease  Control  (CDC)  that  are  designed  to  prevent  the 
transmission  of  the  HIV  virus  and  the  hepatitis  B  virus  from  health 
professionals  to  their  patients,  or  equivalent  guidelines. 


ALCOHOL  AND  DRUG  ABUSE  PREVENTION  AND  TREATMENT 

•  ADAMHA  Reorganization  Act  (S.  1306,  P.L.  102-321)  includes  $80 
million  administered  through  the  HRSA  for  comprehensive  health 
care  and  social  services  for  families,  home  visiting  for  women  at  risk 
of  substance  abuse  who  are  pregnant  or  have  small  children,  and 
training  grants  for  professionals  who  work  with  children.  The 
Center  for  Substance  Abuse  Prevention  (formerly  the  Office  of 
Substance  Abuse  Prevention)  is  authorized  at  $100  million  for  grants 
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for  residential  services  for  pregnant  women  and  their  children.  The 
law  authorizes  $70  million  for  FY  1993  and  such  sums  as  necessary 
for  two  years  thereafter  for  high-risk  youth  programs.  It  also 
includes  a  provision  mandating  enforcement  of  laws  against  sales  of 
tobacco  to  minors  in  every  state.  (See  CHILD,  ADOLESCENT, 
AND  FAMILY  HEALTH  AND  SAFETY  and  CRIME 
PREVENTION  AND  FAMILY  SUPPORT) 

•  H.R.  3259,  P.L.  102-132  amends  the  Anti-Drug  Abuse  Act  of  1988 
to  extend  through  FY  1994  the  authorization  of  appropriations  for 
drug  abuse  education  and  prevention  programs  for  youth  gangs  and 
runaway  and  homeless  youth. 

•  Treasury,  Postal  Service,  and  General  Government  Appropriations 
Act,  1993  (H.R.  5488,  P.L.  102-393)  includes  a  provision  requiring 
the  Bureau  of  Alcohol,  Tobacco,  and  Firearms  to  deny  any 
application  for  a  certificate  of  label  approval,  including  a  certificate 
of  label  approval  already  issued,  which  authorizes  the  use  of  the 
name  "Crazy  Horse"  on  any  distilled  spirit,  wine,  or  malt  beverage 
product.  This  provision  responds  to  health  concerns  regarding  the 
use  of  a  Sioux  spiritual  and  political  leader's  name  to  market  alcohol 
to  Native  American  youth  at  risk  of  alcohol  abuse. 

•  Department  of  the  Interior  and  Related  Agencies  Appropriations  Act, 
1993  (H.R.  5503,  P.L.  102-381)  reflects  priorities  set  in  the  Indian 
Health  Amendments  of  1992  (H.R.  3724),  which  passed  the  House, 
requiring  creation  of  minimum  health  care  standards,  additional 
recruitment  of  Native  Americans  into  the  health  professions,  and 
authorization  of  a  number  of  Indian  health  care  proposals  through 
FY  2000,  including  the  provision  of  drug  and  alcohol  treatment  in 
Indian  country.  The  new  law  includes  increases  of  $2.5  million  for 
reservation-based  drug  and  alcohol  treatment  and  prevention,  SI 
million  for  urban  alcohol  and  substance  abuse  programs,  and  $1 
million  in  recruitment  funds. 


CHILD  WELFARE 

•  Juvenile  Justice  and  Delinquency  Prevention  Amendments  of  1992 
(H.R.  5194,  P.L.  102-586)  reauthorize  Title  IV  --  Missing  Children  - 
-  of  the  Juvenile  Justice  and  Delinquency  Prevention  Act.  (See 
CHILDREN,  YOUTH,  AND  FAMILIES  IN  CRISIS,  CRIME 
PREVENTION  AND  FAMILY  SUPPORT,  and 
HOUSING/HOMELESS  YOUTH  AND  FAMILIES/RUNAWAYS) 
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•  S.  3279,  P.L.  102-514  reauthorizes  the  Government  Missing  Children 
Mailing  Program,  which  permits  the  dissemination  of  pictures  of 
missing  children  on  House  and  Senate  official  mail,  for  an  additional 
five  years. 

•  Abandoned  Infants  Assistance  Act  Amendments  of  1991  (H.R.  2722, 
S.  1532;P.L.  102-236)  extend  through  FY  1995  the  authorization  of 
appropriations  for  federal  demonstration  grants  to  provide  foster  or 
other  residential  care  for  infants  and  young  children  who  have  been 
abandoned  in  hospitals  (most  of  whom  are  born  infected  with  the 
HIV  virus  or  affected  by  drugs).  The  existing  demonstration 
programs  are  supplemented  by  new  model  comprehensive  service 
centers  to  prevent  abandonment  and  to  care  for  infants  and  young 
children  who  have  been  abandoned  by  providing  health,  education, 
and  social  services  at  one  site. 

•  National  Defense  Authorization  Act  for  Fiscal  Years  1992  and  1993 
(H.R.  2100,  P.L.  102-190)  permanently  extends  the  Military  Adoption 
Reimbursement  Program  to  members  of  the  armed  forces  for 
adoption  expenses. 


CRIME  PREVENTION  AND  FAMILY  SUPPORT 

•  Juvenile  Justice  and  Delinquency  Prevention  Amendments  of  1992 
(H.R.  5194,  P.L.  102-586)  reauthorize  the  Juvenile  Justice  and 
Delinquency  Prevention  Act.  The  law  expands  the  authorization  for 
the  existing  State  Formula  Grant  Program;  creates  a  new  state 
challenge  program;  creates  a  new  title  on  delinquency  prevention; 
strengthens  the  juvenile  gang  prevention  and  intervention  provisions; 
creates  a  boot  camp  program;  provides  for  a  White  House 
Conference  on  Juvenile  Justice;  and  creates  a  mentoring  program  for 
at-risk  youth.  (See  CHILDREN,  YOUTH,  AND  FAMILIES  IN 
CRISIS,  CHILD  WELFARE,  and  HOUSING/HOMELESS  YOUTH 
AND  FAMILIES/RUNAWAYS) 

•  Child  Abuse,  Domestic  Violence,  Adoption  and  Family  Services  Act 
of  1992  (H.R.  4712,  S.  838;  P.L.  102-295)  amends  the  Family 
Violence  Prevention  and  Family  Services  Act  to  extend  and  revise 
family  violence  prevention  and  service  programs  through  FY  1995. 
The  law  expands  the  federal  approach  to  family  violence  prevention 
by  changing  the  demonstration  program  to  a  general  services  delivery 
program;  replacing  the  national  clearinghouse  on  family  violence 
with  a  national  resource  center  and  expanding  its  duties;  and 
establishing  up  to  six  new  special  information  and  technical 
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assistance  resource  centers  to  address  the  criminal  justice  system's 
response  to  domestic  violence  and  other  issues.  The  law  establishes 
grants  for  state  domestic  violence  coalitions  and  programs  aimed  at 
educating  the  public  about  family  violence;  provides  incentives  to 
states  to  increase  their  prevention  efforts;  requires  state  programs  to 
document  that  they  have  developed  confidentiality  procedures  and 
have  procedures  in  place  for  evicting  abusing  spouses;  authorizes  the 
Secretary  of  Education  to  develop  programs  educating  youth  about 
domestic  violence;  broadens  the  definition  of  "related  assistance"  to 
include  prevention  services,  counseling,  transportation,  legal 
advocacy,  and  children's  counseling  and  support  services;  and  repeals 
the  law  enforcement  training  and  technical  assistance  program.  (See 
CHILDREN,  YOUTH,  AND  FAMILIES  IN  CRISIS  and  CHILD, 
ADOLESCENT,  AND  FAMILY  HEALTH  AND  SAFETY) 

•  ADAMHA  Reorganization  Act  (S.  1306,  P.L.  102-321)  establishes 
grants  for  home-based  services  for  families  at  risk  due  to  substance 
abuse  to  promote  healthy  development  of  children  in  such  families. 
(See  CHILD,  ADOLESCENT,  AND  FAMILY  HEALTH  AND 
SAFETY  and  ALCOHOL  AND  DRUG  ABUSE  PREVENTION 
AND  TREATMENT) 


CHILD  SUPPORT  ENFORCEMENT 

•  Ted  Weiss  Child  Support  Enforcement  Act  of  1992  (H.R.  6022,  P.L. 
102-537)  amends  the  Fair  Credit  Reporting  Act  to  require  consumer 
reporting  agencies  to  include  in  any  consumer  reports  issued  by 
them  the  failure  of  a  consumer  to  pay  overdue  child  support. 

•  Child  Support  Recovery  Act  of  1992  (H.R.  1241,  S.  1002;  P.L.  102- 
521)  imposes  a  federal  criminal  penalty  for  flight  across  state  lines 
to  wilfully  avoid  paying  child  support  arrearages  that  are  either  one 
year  overdue  or  more  than  $5,000. 


HOUSING/HOMELESS  YOUTH  AND  FAMILIES/RUNAWAYS 

•  Juvenile  Justice  and  Delinquency  Prevention  Amendments  of  1992 
(H.R.  5194,  P.L.  102-586)  reauthorize  the  Runaway  and  Homeless 
Youth  Act,  expand  existing  basic  grants  for  runaway  centers  to 
include  street-based  crisis  intervention  and  home-based  services, 
reauthorize  the  Transitional  Living  Program  for  Homeless  Youth, 
and  create  a  new  temporary  demonstration  project  to  provide 
services  to  youth  in  rural  areas.  (See  CHILDREN,  YOUTH,  AND 
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FAMILIES  IN  CRISIS,  CHILD  WELFARE,  and  CRIME 
PREVENTION  AND  FAMILY  SUPPORT) 

•  Housing  and  Community  Development  Act  of  1992  (H.R.  5334,  P.L. 
102-550)  reduces  vacancies  in  public  housing;  authorizes  the  Major 
Redevelopment  of  Obsolete  Projects  program,  the  Moving  to 
Opportunity  for  Fair  Housing  program,  HOPE  for  Youth,  and 
Youthbuild;  expands  Section  8  assistance  for  homeownership; 
reauthorizes  the  Farmers  Home  Administration  (FmHA)  housing 
programs  and  makes  refinements  to  existing  rural  housing  programs; 
authorizes  community  development  funding  for  communities 
adversely  impacted  by  defense-related  spending  reductions;  requires 
the  Department  of  Housing  and  Urban  Development  (HUD)  to 
reduce  interest  rates  on  HUD-held  mortgages  to  avoid  foreclosure; 
authorizes  public  housing  revitalization  grants  to  be  used  in  projects 
occupied  mainly  by  families  with  children  who  are  in  severe  distress; 
authorizes  the  use  of  Section  8  funds  to  assist  families  with  children 
in  moving  out  of  areas  with  high  concentrations  of  persons  living  in 
poverty;  makes  changes  in  the  HOME  Investment  Partnerships 
Program  matching  requirements;  establishes  the  Residential  Lead- 
based  Paint  Hazard  Reduction  Act  of  1992  to  provide  grants  to 
reduce  and  eliminate  lead-based  paint  hazards  in  housing;  establishes 
a  New  Towns  Demonstration  Program  for  Emergency  Relief  of  Los 
Angeles;  establishes  the  Removal  of  Regulatory  Barriers  to 
Affordable  Housing  Act  to  provide  grants  to  states  to  identify 
barriers  to  providing  affordable  housing;  authorizes  technical 
assistance  grants  to  provide  pre-employment  training, 
apprenticeships,  and  continuing  support  to  women  employed  in  the 
construction  and  rehabilitation  of  affordable  housing;  amends  the 
HUD  McKinney  homeless  programs  to  require  program  recipients 
to  establish  a  formal  process  in  order  to  terminate  assistance  to 
individuals  or  families  who  violate  program  requirements;  creates  a 
new  Supportive  Housing  program,  which  merges  the  Transitional 
Housing  program,  the  Permanent  Handicapped  Homeless  program, 
and  the  Supplemental  Assistance  for  Facilities  to  Assist  the 
Homeless  (SAFAH);  creates  a  new  Safe  Havens  for  Homeless 
Individuals  Demonstration  program;  establishes  a  new  Rural 
Homelessness  Grant  program  through  HUD  to  assist  the  rural 
homeless  through  various  forms  of  assistance;  and  reauthorizes  the 
Federal  Emergency  Management  Agency  (FEMA)  Emergency  Food 
and  Shelter  Program  and  the  Interagency  Council  on  the  Homeless. 
(See  ENVIRONMENTAL  SAFETY  AND  TOXINS  AND 
CHILDREN,  YOUTH,  AND  FAMILIES) 

•  H.R.  4449,  P.L.  102-273  allows  HOME  Investment  Partnerships 
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Program  FY  1992  funds  for  new  construction  to  be  spent  for 
rehabilitation,  rental  assistance,  and  other  uses.  The  law  permits 
local  housing  authorities  which  have  refinanced  bond  debt  issued  in 
the  early  1980s  for  certain  affordable  housing  to  attain  lower  interest 
rates,  to  share  equally  in  any  savings  or  recaptured  funds  with  the 
Federal  Government. 

•  Resolution  Trust  Corporation  Refinancing,  Restructuring,  and 
Improvement  Act  of  1991  (H.R.  3435,  P.L.  102-233)  includes 
provisions  to  expand  and  improve  the  Resolution  Trust 
Corporation's  (RTC)  affordable  housing  program  by  permanently 
expanding  the  types  of  properties  that  may  be  sold  through  the 
program;  authorizing  RTC  to  provide  certain  credit  enhancements 
in  connection  with  the  issuance  of  local  tax-exempt  housing  bonds; 
eliminating  certain  minimum  sales  price  requirements  and  extending 
the  exclusive  period  during  which  only  eligible  parties  may  purchase 
certain  properties;  requiring  families  to  live  in  homes  purchased 
under  the  program  for  at  least  one  year,  and  directing  the  RTC  to 
recapture  most  of  any  resale  profits  if  the  property  is  resold  within 
that  year;  and  increasing,  under  certain  circumstances,  the  percentage 
of  units  in  multifamily  properties  that  must  be  reserved  for  low- 
income  families. 

•  Resolution  Trust  Corporation  Funding  Act  of  1991  (S.  419,  P.L.  102- 
18)  includes  provisions  to  expand,  for  FY  1991  only,  the  RTC's 
affordable  housing  program  to  include  within  the  program  single- 
family  properties  that  are  held  by  thrifts  under  RTC  conservatorship. 


CHILD  NUTRITION/HUNGER 

•  Children's  Nutrition  Assistance  Act  of  1992  (S.  2875,  P.L.  102-512) 
permits  the  Secretary  of  Agriculture  to  solicit  voluntary  bids  on 
behalf  of  Special  Supplemental  Food  Program  for  Women,  Infants, 
and  Children  (WIC)  agencies  from  manufacturers  for  just  milk-based 
formula  or  soy-based  formula;  subjects  infant  formula  manufacturers 
to  civil  penalties  -  up  to  $100  million  and  a  ban  from  participating 
in  the  WIC  program  for  up  to  2  years  -  for  engaging  in  anti- 
competitive practices;  and  encourages  smaller  states  to  band  together 
to  solicit  bids  as  a  bloc  to  further  enhance  competitive  pricing  and 
cost  savings. 

•  S.  3001,  P.L.  102-351  prevents  a  reduction  in  the  adjusted  cost  of 
the  Thrifty  Food  Plan,  which  determines  adjustments  in  food  stamp 
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benefit  levels,  during  FY  1993. 

•  Child  Nutrition  Amendments  of  1992  (S.  2759,  P.L.  102-342)  increase 
authorization  of  funding  for  a  homeless  children's  feeding  project 
providing  year-round  food  service  to  children  under  age  six  living  in 
emergency  shelters,  and  expand  eligibility  to  include  public  agencies; 
add  a  breastfeeding  promotion  section  to  the  Child  Nutrition  Act; 
extend  through  FY  1994  the  two-state  pilot  project  that  allows  for- 
profit  child  care  centers  to  qualify  for  the  child  care  food  program 
based  on  the  proportion  of  low-income  children  served  rather  than 
the  proportion  who  receive  Title  XX  funding  for  their  care;  make 
funding  for  the  two-state  child  care  demonstration  project  contingent 
upon  a  specific  appropriation  instead  of  being  made  available  from 
mandatory  funding  appropriated  under  the  child  nutrition  account; 
add  homelessness  and  migrancy  to  nutritional  risk  conditions  which 
qualify  a  mother  or  child  for  WIC  benefits;  extend  through  FY  1994 
the  authority  for  schools  operating  CASH/CLOC  systems  to  continue 
operating  these  alternative  commodity  distribution  systems;  and 
extend  through  FY  1996  the  Advisory  Council  on  the  Distribution 
of  Donated  Commodities. 

•  WIC  Farmers'  Market  Nutrition  Act  of  1992  (H.R.  3711,  P.L.  102- 
314)  permanently  authorizes  the  WIC  farmers'  market  demonstration 
project,  which  gives  beneficiaries  of  the  WIC  coupons  to  buy 
produce  at  farmers'  markets,  as  a  regular  program  through  FY  1994 
and  makes  all  states,  rather  than  the  ten  demonstration  states, 
eligible  for  grant  funds.  The  law  maintains  grant  levels  for  original 
demonstration  states  and  requires  new  states  to  compete  for 
whatever  grant  funds  remain  after  the  demonstration  states  have 
received  their  grants. 

•  Horn  of  Africa  Recovery  and  Food  Security  Act  (S.  985,  P.L.  102- 
274)  calls  for  grassroots  participation  in  dealing  with  Horn  countries 
concerning  food  security,  development,  and  other  basic  necessities  for 
the  people  of  the  Horn  of  Africa.  The  law  urges  the  U.S. 
Government  to  help  resolve  the  conflicts  in  the  Horn  of  Africa  by 
way  of  negotiations,  and  to  promote  democratic  rule  in  the  region; 
and  authorizes  the  President  to  transfer  unobligated  Economic 
Support  Funds  and  military  assistance. 


ENVIRONMENTAL   SAFETY   AND    TOXINS   AND  CHILDREN, 


YOUTH,  AND  FAMILIES 

•  Housing  and  Community  Development  Act  of  1992  (H.R.  5334,  P.L. 
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102-550)  authorizes  a  major  new  program  to  reduce  childhood  lead 
poisoning;  requires  disclosure  of  the  risks  of  lead  poisoning  before 
the  sale  or  rental  of  old  homes;  regulates  contractors  engaged  in 
lead  inspection,  lead  abatement,  and  home  renovations  that  create 
lead  hazards;  and  authorizes  $375  million  for  abatement  of  lead 
hazards  in  low-income  housing.  (See  HOUSING/HOMELESS 
YOUTH  AND  FAMILIES/RUNAWAYS) 

•  Preventive  Health  Amendments  of  1992  (H.R.  3635,  P.L.  102-531) 
reauthorize  the  CDCs  lead  screening  program  and  increase  the 
funding  authorization  by  $16  million.  (See  CHILD,  ADOLESCENT, 
AND  FAMILY  HEALTH  AND  SAFETY) 


VETOED  LEGISLATION 

•  Revenue  Act  of  1992  (H.R.  11)  would  have  targeted  close  to  $3 
billion  over  five  years  for  services  to  families  designed  to  avoid  the 
need  for  foster  care,  including  substance  abuse  services,  family 
preservation  services,  respite  care  for  foster  families,  and  a  tax 
deduction  for  non-recurring  adoption  expenses  for  children  with 
special  needs.  The  bill  would  have  authorized  numerous  foster  care 
and  adoption  requirements,  a  new  review  system  for  child  welfare 
activities  under  Titles  IV-B  and  IV-E,  and  several  research 
demonstration  and  evaluation  projects  which  were  to  be  conducted 
by  the  Department  of  Health  and  Human  Services  (HHS); 
permanently  extended  the  Independent  Living  Program  for  foster 
children  aged  16  and  over;  overturned  the  Supreme  Court's  Suter  v. 
Artist  M  (March  1992)  decision,  which  found  that  no  private  right 
of  action  exists  under  the  child  welfare  programs  of  the  Social 
Security  Act;  permanently  extended  the  75%  federal  matching 
reimbursement  for  state  training  costs  for  foster  and  adoptive 
parents  and  agency  staff;  and  extended  until  FY  1994  the 
moratorium  that  prohibits  HHS  from  collecting  penalties  from  states 
that  result  from  compliance  reviews  under  Sec.  427  of  Title  IV-B. 
The  measure  would  have  made  permanent  the  low-income  housing 
credit  and  the  mortgage  revenue  bond  program  for  first-time 
homebuyers;  provided  an  additional  authorization  for  Job  Corps  and 
a  new  authorization  for  Youthbuild,  a  new  youth  training  program; 
and  made  permanent  the  targeted  jobs  credit,  which  was  to  be 
expanded  to  include  23-  and  24-year-old  economically  disadvantaged 
young  people.  Pocket  vetoed  by  the  President. 

•  Family  Planning  Amendments  Act  of  1992  (H.R.  3090,  S.  323)  would 
have  reauthorized  Title  X  for  five  years  ($180  million  for  FY  1992), 
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overturned  the  "gag  rule,"  and  required  grantees  to  comply  with  state 
law  regarding  parental  notification  or  consent  for  minors  seeking 
privately  funded  abortion  services.  Vetoed  by  the  President;  Senate 
overrode  veto;  House  sustained  veto. 

Family  and  Medical  Leave  Act  of  1992  (H.R.  2,  S.  5)  would  have 
required  employers  with  50  or  more  employees,  including  the  federal 
government  and  the  House  and  Senate,  to  provide  up  to  12  weeks 
of  unpaid,  job-protected  leave  each  year  following  the  birth  or 
adoption  of  a  child,  or  for  a  serious  health  condition  of  the 
employee,  his  or  her  spouse,  children  or  parents.  The  measure 
would  have  required  the  employer  to  continue  health  benefits  while 
the  employee  is  on  leave.  Vetoed  by  the  President;  Senate  overrode 
veto;  House  sustained  veto. 

National  Institutes  of  Health  Revitalization  Amendments  of  1992 
(H.R.  2507)  would  have  mandated  a  longitudinal,  prospective 
adolescent  health  study  by  the  National  Institute  of  Child  Health 
and  Human  Development  (NICHD);  $3  million  (about  1%  of  the 
total  NICHD  budget)  would  have  been  earmarked  for  this  study. 
The  bill  also  would  have  ended  the  ban  on  fetal  tissue  research, 
increased  funding  for  women's  health  research  and  contraceptive 
research,  and  permanently  established  the  Office  of  Research  on 
Women's  Health.  The  legislation  would  have  permitted  sex  survey 
research  as  long  as  it  serves  the  interests  of  public  health,  and 
prohibited  the  Secretary  of  HHS  from  denying  funding  for  survey 
research  that  passes  scientific  peer  review  without  convening  an 
ethics  panel  to  consider  the  matter.  Vetoed  by  the  President;  House 
sustained  veto.  A  subsequent  compromise  bill  (H.R.  5495)  died 
when  agreement  could  not  be  reached  on  fetal  tissue  research. 

Tax  Fairness  and  Economic  Growth  Act  of  1992  (H.R.  4210)  would 
have  provided  tax  relief  to  families  through  a  temporary  credit  for 
a  portion  of  Social  Security  taxes  paid,  a  $300  refundable  credit  for 
children,  a  waiver  of  the  penalty  for  withdrawal  of  up  to  $10,000 
from  an  Individual  Retirement  Account  (IRA)  for  first-time  home 
buyers  purchasing  a  home,  and  a  restoration  of  tax  deductions  for 
contributions  to  IRAs.  The  bill  also  would  have  provided  an 
inflation  adjustment  for  purposes  of  determining  capital  gains  taxes 
and  other  business  tax  incentives.  To  pay  for  the  tax  relief,  the  bill 
would  have  increased  the  top  marginal  tax  rate,  instituted  a  surtax 
on  individuals  with  incomes  over  $1  million,  and  extended 
limitations  on  itemized  deductions  for  high-income  taxpayers. 
Vetoed  by  the  President;  House  sustained  veto. 


89 

Departments  of  Labor,  Health  and  Human  Services,  and  Education, 
and  Related  Agencies  Appropriations  Act,  1992  (H.R.  2707)  would 
have  banned  the  use  of  funds  to  implement  the  Administration's 
"gag-rule"  regulations  that  prohibit  federally  funded  family  planning 
clinics  from  providing  any  information  about  abortion.  Vetoed  by 
the  President;  House  sustained  veto.  The  President  subsequently 
signed  a  Departments  of  Labor,  Health  and  Human  Services,  and 
Education,  and  Related  Agencies  Appropriations  Act,  1992  (H.R. 
3839,  P.L.  102-170)  that  lacks  the  ban  on  use  of  funds  to  implement 
the  "gag-rule,"  but  is  otherwise  identical  to  the  vetoed  bill. 

Emergency  Unemployment  Compensation  Act  of  1991  (H.R.  3040,  S. 
1722)  would  have  provided  up  to  20  weeks  of  extended 
unemployment  benefits  to  those  who  exhaust  their  regular  state 
unemployment  benefits,  depending  on  the  state  unemployment  rate, 
through  July,  1992.  Enactment  of  the  bill  automatically  would  have 
constituted  a  declaration  of  an  "emergency"  for  budget  purposes, 
thereby  eliminating  the  need  for  a  separate  presidential  declaration 
of  a  budget  emergency.  Vetoed  by  the  President;  Senate  sustained 
veto.  The  President  subsequently  signed  legislation  (P.L.  102-164; 
P.L.  102-182)  providing  extended  benefits  without  the  emergency 
designation. 

District  of  Columbia  Supplemental  Appropriations  and  Rescissions 
Act,  1991  (H.R.  2699)  and  District  of  Columbia  Supplemental 
Appropriations  and  Rescissions  Act,  1992  (H.R.  5517)  would  have 
permitted  Washington,  D.C.,  to  use  its  own  locally  raised  tax 
revenues  to  pay  for  abortions  for  low-income  women.  Vetoed  by  the 
President.  The  President  signed  FY  1992  (H.R.  3291,  P.L.  102-111) 
and  FY  1993  (H.R.  6056,  P.L.  102-382)  District  of  Columbia 
Appropriations  bills  prohibiting  use  of  local  funds  to  pay  for 
abortions,  unless  the  life  of  the  woman  would  be  endangered  if  the 
fetus  were  carried  to  term.  P.L.  102-382  also  annuls  a  "domestic 
partners"  medical  benefits  law  recently  passed  in  the  District,  and 
mandates  a  District  referendum  on  the  establishment  of  a  death 
penalty  that  would  not  exclude  juveniles. 
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HIGHLIGHTS  OF  LEGISLATION 
AFFECTING  CHILDREN,  YOUTH,  AND  FAMILIES 


PART  II 

LEGISLATION  PASSED  BY  HOUSE  AND/OR  SENATE 
DURING  THE  102ND  CONGRESS 


EARLY  INTERVENTION 

•  Dire  Emergency  Supplemental  Appropriations  and  Transfers  for 
Relief  From  the  Effects  of  Natural  Disasters,  for  Other  Urgent 
Needs,  and  for  Incremental  Cost  of  "Operation  Desert  Shield/Desert 
Storm"  Act  of  1992  (H.R.  3543,  H.J.  Res.  157)  include  a  provision 
appropriating  supplemental  emergency  funds  for  Head  Start,  the 
Special  Supplemental  Food  Program  for  Women,  Infants,  and 
Children  (WIC),  and  the  Childhood  Immunization  Program.  The 
provision  passed  the  House  and  Senate  as  part  of  the  bill,  but  was 
dropped  by  the  conference  committee. 


CHILDREN,  YOUTH,  AND  FAMILIES  IN  CRISIS 

•  Violent  Crime  Control  and  Law  Enforcement  Act  of  1991  (H.R. 
3371)  includes  the  following  provisions  related  to  child  abuse:  a 
national  system  of  criminal  background  checks  for  people  who  work 
with  children  and  imposition  of  the  death  penalty  for  child  abuse 
murders.  The  bill  also  makes  international  parental  kidnapping  a 
federal  felony  and  provides  training  grants  for  state  and  local 
officials  that  deal  with  this  problem.  Conference  agreement  passed 
the  House,  but  cloture  attempts  failed  in  the  Senate.  (See  CHILD 
WELFARE  and  CRIME  PREVENTION  AND  FAMILY 
SUPPORT) 

•  Foreign  Operations,  Export  Financing,  and  Related  Programs 
Appropriations  Act,  1992  (H.R.  2621)  includes  an  earmark  of  $4 
million  in  FY  1992  for  humanitarian  assistance  for  Romanian 
children.  Of  this  amount,  $1.5  million  is  for  AIDS  and  other  health 
and  child  survival  activities,  $1  million  is  for  family  reunification, 
foster  care,  and  adoption,  and  $1.5  million  is  for  family  planning. 
Passed  the  House  (foreign  operations  for  FY  1992  were  funded  by 
continuing  resolutions). 
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EMPLOYMENT 

•  Federal  Employees  Humanitarian  Leave  Act  of  1992  (H.R.  2675) 
permits  federal  employees  to  use  sick  leave  for  purposes  relating  to 
the  adoption  of  a  child.  Passed  the  House. 


EDUCATION 

•  Neighborhood  Schools  Improvement  Act  (H.R.  4323,  S.  2)  establishes 
a  National  Education  Goals  panel  to  set  a  plan  of  action  for 
achieving  the  goals,  advances  the  establishment  of  voluntary  national 
education  standards  by  establishing  a  National  Education  Standards 
and  Assessments  Council,  and  awards  grants  to  state  education 
agencies  to  improve  the  quality  of  education.  Conference  agreement 
passed  the  House,  but  cloture  attempt  failed  in  the  Senate. 


CHILD,  ADOLESCENT,  AND  FAMILY  HEALTH  AND  SAFETY 

•  Child  Safety  Protection  and  Consumer  Product  Safety  Commission 
Improvement  Act  (H.R.  4706)  requires  toys  intended  for  children 
between  ages  three  and  six  that  contain  small  parts,  balloons, 
marbles,  and  small  balls  to  have  labels  that  warn  parents  of  choking 
hazards;  requires  that  small  balls  intended  for  children  under  three 
meet  a  minimum  size  requirement;  requires  the  Consumer  Product 
Safety  Commission  (CPSC)  to  develop  a  new  bicycle  helmet 
standard;  establishes  a  mandatory,  uniform  labeling  standard  for  five- 
gallon  plastic  or  metal  buckets;  and  requires  the  CPSC  to  establish 
a  safety  standard  for  these  buckets.  Passed  the  House. 

•  Silvio  O.  Conte  Disabilities  Prevention  Act  (H.R.  3401)  authorizes 
the  CDC  for  three  years  to  award  grants  for  programs  for  the 
prevention  of  disabilities  and  the  prevention  of  secondary  conditions 
resulting  from  disabilities.  The  types  of  programs  to  be  awarded 
grants  include  service  programs,  studies,  public  education,  and 
education  and  training  of  health  care  workers.  Passed  the  House. 

ALCOHOL  AND  DRUG  ABUSE  PREVENTION  AND  TREATMENT 

•  Preventing  Our  Kids  from  Inhaling  Deadly  Smoke  (PRO-KIDS)  Act 
of  1992  (H.R.  5815)  limits  smoking  in  facilities  housing  federal 
children's  programs  such  as  Head  Start  to  certain  designated  areas 
where  children  have  no  access.   Passed  the  Senate  as  part  of  the 
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post-veto  revision  of  the  Departments  of  Labor,  Health  and  Human 
Services,  and  Education,  and  Related  Agencies  Appropriations  Act, 
1993  (H.R.  5677,  P.L.  102-394),  but  was  removed  by  the  conference 
committee. 

•  Drug- Free  Schools  and  Communities  Act  Amendments  of  1991  (H.R. 

3057)  mandate  technical  assistance  to  programs  tailored  to  minorities 
and  high-risk  youth,  and  evaluations  of  programs.  Passed  the  House. 


CHILD  WELFARE 

•  Children's  Initiative  (H.R.  3603)  provides  $3.5  billion  over  five  years 
in  additional  funding  for  child  welfare  programs,  including  the 
creation  of  a  new  capped  entitlement  program  under  Title  IV-B  for 
services  to  strengthen  and  preserve  families  with  funding  set  at  $200 
million  in  FY  1993,  rising  to  $600  million  in  FY  1997.  Passed  the 
House.  (See  CHILD  NUTRITION/HUNGER) 

•  Violent  Crime  Control  and  Law  Enforcement  Act  of  1991  (H.R. 
3371)  includes  the  Senate  version  of  the  National  Child  Protection 
Act  of  1992  (H.R.  4585,  S.  1966),  which  would  enhance  the  national 
criminal  record  system  and  allow  states  to  access  the  system  in  order 
to  identify  persons  convicted  of  child  abuse  crimes.  The  system 
could  be  used  by  child  care  employers  and  volunteer  organizations 
working  with  children  to  check  the  backgrounds  of  job  applicants 
and  potential  volunteers.  Conference  agreement  passed  the  House, 
but  cloture  attempts  failed  in  the  Senate.  (See  CHILDREN, 
YOUTH,  AND  FAMILIES  IN  CRISIS  and  CRIME  PREVENTION 
AND  FAMILY  SUPPORT) 


CRIME  PREVENTION  AND  FAMILY  SUPPORT 

•  Violent  Crime  Control  and  Law  Enforcement  Act  of  1991  (H.R. 

3371)  includes  the  Law  Enforcement  Family  Support  Act,  which 
authorizes  grants  to  state  and  local  law  enforcement  agencies  to 
provide  family  support  services  and  stress-reduction  training  to  police 
and  their  families.  In  addition,  the  bill  includes  a  provision  to 
increase  federal  penalties  for  employing  children  to  distribute  drugs, 
and  sets  additional  penalties  for  crimes  committed  as  a  member  of, 
or  on  behalf  of,  a  criminal  street  gang.  The  legislation  also  includes 
authorization  of  funding  for  grants  to  local  agencies  for  Midnight 
Basketball  Leagues,  sports-linked  programs  of  educational  and  jobs- 
skills  training  for  high-risk  youth,  and  for  technical  assistance  and 
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evaluation,  Conference  agreement  passed  the  House,  but  cloture 
attempts  failed  in  the  Senate.  (See  CHILDREN,  YOUTH,  AND 
FAMILIES  IN  CRISIS  and  CHILD  WELFARE) 


CHILD  SUPPORT  ENFORCEMENT 

•  Bankruptcy  Amendments  of  1992  (H.R.  6020,  S.  1985)  include 
provisions  from  the  Child  Support  Economic  Security  Act  of  1992 
(H.R.  5123)  that  ensure  that  former  spouses  and  children  continue 
to  receive  child  support,  alimony  and  property  owed  pursuant  to  a 
divorce  decree  in  the  event  that  the  other  spouse/noncustodial  parent 
files  for  bankruptcy.  Passed  the  House;  the  Senate  passed  a 
different  version;  the  differences  were  not  resolved  by  the  conference 
committee. 

•  Full  Faith  and  Credit  for  Child  Support  Orders  Act  (H.R.  5304) 
provides  that  a  state  court  may  not  modify  an  order  of  another  state 
court  requiring  the  payment  of  child  support  unless  the  recipient  of 
child  support  payments  resides  in  the  state  in  which  the  modification 
is  sought,  or  consents  to  seeking  the  modification  in  such  other  state 
court.  Passed  the  House. 


CHILD  NUTRITION/HUNGER 

•  Children's  Initiative  (H.R.  3603)  provides  $3.5  billion  over  five  years 
for  food  stamp  program  improvements,  including  the  eventual 
removal  of  the  cap  on  deductible  shelter  expenses,  liberalizes  the 
rules  governing  child  support  payments  in  order  to  encourage  such 
payments,  and  removes  penalties  for  families  living  together.  Passed 
the  House.   (See  CHILD  WELFARE) 

•  H.  Con.  Res.  302  expresses  the  sense  of  the  Congress  that 
communities  should  strive  to  be  hunger-free  and  suggests  14  steps 
that  communities  can  take  to  alleviate  local  hunger  problems. 
Passed  the  House  and  the  Senate. 


ENVIRONMENTAL  SAFETY  AND  TOXINS  AND  CHILDREN, 
YOUTH,  AND  FAMILIES 

•  Indoor  Air  Quality  Act  of  1991  (H.R.  1066,  S.  455)  requires  the 
Environmental  Protection  Agency  to  expand  and  strengthen  indoor 
air  research,  establish  a  technology  demonstration  program,  conduct 
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an  assessment  of  indoor  air  quality  in  schools  and  buildings  that 
house  child  care  facilities,  develop  and  publish  health  advisories  on 
indoor  air  contaminants,  and  make  grants  to  states  to  develop  and 
implement  air  pollution  standards.  The  measure  also  expands  the 
authority  of  the  National  Institute  of  Occupational  Safety  and  Health 
to  conduct  assessments  of  buildings  that  are  declared  to  be 
unhealthy.  Passed  the  Senate. 
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INTRODUCTION 


In  1991,  the  Select  Committee  on  Children,  Youth,  and 
Families  issued  a  Child  Care  Challenge  to  Members  of  the  House 
of  Representatives  to  search  out  innovative,  quality  child  care 
programs  in  their  districts.  It  was  the  Committee's  intention  to 
highlight  these  programs  to  serve  as  models  for  states  and  local 
jurisdictions  --  be  they  large  cities  or  small  rural  communities  -- 
or  employers  and  others  in  the  public  and  private  sectors  who  are 
striving  to  expand  and  improve  child  care  opportunities  for 
families.  We  received  77  nominations  from  17  states  and  this 
report  describes  the  submitted  child  care  programs. 

The  Congressional  Caucus  for  Women's  Issues  conducted 
a  similar  challenge  in  1988.  That  effort  highlighted  creative  and 
successful  employer-sponsored  child  care,  and  universities  and 
business  schools  relied  on  the  data  to  educate  and  train  future 
managers. 

Once  again  Members  of  Congress  responded  and  provided 
the  Select  Committee  with  information  about  inventive  and 
resourceful  programs  throughout  the  country.  We  are  pleased  to 
share  the  information  with  the  hope  that  these  new  frontiers  in 
child  care  will  stimulate  others  to  become  creatively  involved  in 
expanding  the  supply  of  quality,  affordable  child  care. 

The  breadth  of  programs  described  in  this  report  reflect  the 
diversity  of  the  child  care  needs  of  American  families.  But  the 
broad  range  of  programs  submitted  by  Members  also  illustrates 
the  important  role  child  care  plays  in  allowing  families  to  work, 
in  stabilizing  and  nurturing  troubled  families,  and  in  providing 
early  childhood  experiences  that  enrich  the  lives  of  young  children 
and  help  to  prepare  them  for  school. 

Child  care  has  become  central  to  family  economic  security 
~  more  so  today  than  ever  before.  In  1990,  more  than  two-thirds 
of  mothers  with  children  were  in  the  labor  force  ~  including 
nearly  55%  of  mothers  with  children  under  age  three.  And  they 
are  working  not  for  pin  money,  but  out  of  economic  necessity. 
According  to  the  Bureau  of  Labor  Statistics,  nearly  three-fourths 
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of  mothers  with  children  whose  husbands  earn  $15,000  to  $20,000 
are  in  the  workforce,  compared  with  half  of  mothers  whose 
husbands  earn  more  than  $50,000. 

Growing  economic  burdens  have  been  accompanied  by  new 
and  complex  social  ills,  that  if  untreated,  can  have  harsh  and 
enduring  consequences  for  families: 

•  In  1990,  more  than  2.5  million  children  were  reported 
abused  or  neglected,  up  100%  since  1980.  (National 
Committee  for  the  Prevention  of  Child  Abuse,  1991) 

•  An  estimated  142,000  infants  are  born  each  year  exposed 
to  cocaine  or  HIV,  or  suffering  the  effects  of  perinatal 
alcohol  exposure.  (Inspector  General,  Department  of 
Health  and  Human  Services,  1990;  Centers  for  Disease 
Control,  1990;  and  National  Council  on  Alcoholism  and 
Drug  Dependence,  1990) 

•  Families  with  children  are  the  fastest  growing  group  among 
the  homeless  ~  in  1991,  they  comprised  35%  of  the 
homeless.  On  any  given  night,  at  least  100,000  to  220,000 
children  are  homeless.  (U.S.  Council  of  Mayors,  1991: 
National  Academy  of  Sciences,  1987;  U.S.  Department  of 
Education,  1988) 

Child  care  is  absolutely  critical,  not  only  to  enable  families 
to  work  and  remain  economically  independent,  but  to  relieve  the 
stress  that  can  be  a  precursor  to  child  abuse  and  neglect,  to  offer 
guidance  and  support  to  teen  parents,  to  provide  therapeutic 
services  to  families  with  disabled  or  troubled  children,  and  to 
provide  linkages  to  social  and  medical  services  for  the  most 
vulnerable  children,  including  homeless  and  migrant  children  and 
children  affected  by  drug  abuse  or  exposed  to  HIV.  Many  of  the 
child  care  programs  described  in  the  report  also  provide  parenting 
education  and  employment  assistance. 

Members  also  provided  information  about  services  that 
support  and  build  the  existing  child  care  system.  For  example, 
resource  and  referral  agencies  help  families  locate  care,  train  and 
maintain  critical  links  among  family  day  care  providers,  and 
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provide  valuable  information  to  employers  and  the  community 
about  child  care  needs  and  options. 

What  this  report  makes  clear  is  that  federal  and  state 
governments,  while  often  key  to  a  program's  solvency,  are  not  the 
sole  financial  resource  for  most  child  care  programs.  Local 
school  districts,  cities,  universities  and  community  colleges,  and 
private  foundations  subsidize  parent  fees,  build  new  facilities,  and 
train  providers. 

In  addition,  employer-sponsored  child  care  increasingly  is 
taking  on  new  dimensions.  Employer  assistance  ranges  from  on- 
site  child  care  centers,  to  information  and  referral  to  help 
workers  find  child  care,  or  subsidies  for  care  in  a  variety  of 
settings.  Many  employers  have  engaged  in  productive  public- 
private  partnerships  that  epitomize  the  creative  use  of  funding 
streams  to  maximize  the  availability  of  care. 

We  heard  about  employers  who  have  taken  the  initiative  to 
design  programs  that  meet  the  needs  of  their  labor  force.  These 
programs  range  from  the  construction  of  a  portable  child  care 
center  that  can  be  moved  from  construction  site  to  construction 
site,  to  programs  with  flexible  hours  and  programs  developed  in 
conjunction  with  the  public  schools. 

We  learned  that  child  care  programs  are  adept  at  piecing 
all  of  this  together  ~  using  space,  money,  and  public-private 
partnerships  creatively  to  meet  the  particular  needs  of  their 
community.  Many  of  the  programs  in  this  report  have  expanded 
hours  of  operation  designed  specifically  to  help  parents  whose 
hours  of  work  don't  mesh  with  the  normal  hours  of  more 
traditional  child  care  programs.  We  learned  about  university 
student  fees  that  subsidize  child  care  for  students.  And  we 
learned  about  a  unique  public/private  partnership  between  an 
employer,  a  Head  Start  program,  and  a  nonprofit  child  care 
center  that  provides  subsidized  on-site  child  care. 

Even  with  the  infusion  of  new  federal  dollars  from  the 
recently  enacted  Child  Care  and  Development  Block  Grant  and 
the  Title  IV-A  At-Risk  Child  Care  program,  these  enterprising 
funding  scenarios  are  likely  to  remain  necessary. 
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The  Select  Committee  is  delighted  to  showcase  these 
programs.  We  know  that  they  represent  just  a  fraction  of  the 
very  exciting  work  that  is  going  on  in  child  care.  But  we  also 
know  that  such  opportunities  do  not  exist  for  large  numbers  of 
children  who  spend  their  days  in  mediocre  or  even  harmful  child 
care  settings.  (National  Child  Care  Staffing  Study,  1989;  National 
Academy  of  Sciences  Child  Care  Panel,  1990)  It  is  the  Select 
Committee's  hope  that  these  programs  can  serve  to  lead  the  way 
into  a  21st  century  where  family-friendly  policies  exist  in  every 
community. 

(Signed) 


PATRICIA  SCHROEDER 
Chairwoman 


FRANK  R.  WOLF 
Ranking  Minority  Member 
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INTRODUCTION 


With  this  report,  the  Select  Committee  on  Children,  Youth, 
and  Families  warns  that  HIV,  the  virus  that  causes  AIDS,  is 
spreading  unchecked  among  the  nation's  adolescents,  regardless 
of  where  they  live  or  their  economic  status. 

Today,  teens  and  young  adults  with  AIDS  live  in  49  states 
and  the  District  of  Columbia,  nearly  100  large  metropolitan  areas, 
and  scores  of  rural  and  small  communities  across  the  country. 
Thousands  of  others  are  infected  with  HIV  and  millions  of 
adolescents  live  in  danger  of  contracting  the  virus. 

The  number  of  teens  who  already  have  AIDS  increased  by 
more  than  70%  in  the  past  two  years  alone,  and  AIDS  is  now  the 
sixth  leading  cause  of  death  among  youth  ages  15-24.  Over  5,000 
children  and  young  adults  have  died  as  result  of  AIDS. 

These  are  the  findings  of  the  Select  Committee,  determined 
from  a  thorough  review  of  the  literature,  our  own  surveys  of 
Federal  agencies  and  front-line  community  experts,  and  from  our 
analyses  of  data  provided  by  Federal  sources. 

Societal  denial  and  indifference  are  continuing  to  undermine 
the  nation's  ability  to  confront  this  deadly  disease.  But  when 
discussion  turns  to  AIDS  and  teenagers  in  particular,  the  tones 
become  even  more  hushed  or  moralistic.  With  any  reference  to 
teen  sexuality,  the  walls  go  up  and  evasion  begins.  But  blinders 
will  not  keep  the  epidemic  at  bay. 

Nostalgia  about  the  "wonder  years"  of  adolescence  has  helped 
keep  teens  in  the  dark  about  dangers  and  challenges  which  could 
dramatically  alter  their  futures.  But  for  our  teens,  the  wonder 
years  have  become  the  worry  years.  Teens  today  not  only  have 
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to  worry  about  "finding"  themselves,  they  must  also  worry  about 
contracting  an  incurable  and  fatal  disease. 

Worry  isn't  confined  to  our  teens.  Society  must  worry  about 
the  staggering  psychological,  humanitarian,  and  economic  costs  of 
ignoring  this  epidemic.  By  1991,  the  estimated  cost  of  treating 
persons  with  HIV  and  AIDS  was  nearly  $6  billion.  Lost 
economic  productivity  due  to  AIDS  no  doubt  exceeds  this 
amount. 

Even  if  from  today  forward  no  one  else  was  infected,  the 
resources  required  to  care  for  the  estimated  one  million 
Americans  now  infected  with  HIV  would  be  astronomical.  The 
potential  cost  to  society  of  denying  that  AIDS  threatens  the  lives 
of  a  new  generation  of  young  adults  is  devastating. 

Based  on  hearings,  current  research,  and  interviews  with 
experts,  including  researchers,  medical  and  service  providers, 
AIDS  educators,  and  youth  who  have  been  touched  by  the 
epidemic,  this  Select  Committee  report  assesses  the  impact  of  the 
HTV  epidemic  on  youth  and  identifies  strategies  policymakers  and 
program  planners  might  consider. 

We  surveyed  the  major  Federal  agencies  involved  in  AIDS- 
related  activities,  and  for  the  first  time,  have  documented  that 
Federal  intervention  is  underfunded,  uncoordinated,  and  largely 
unsuccessful.  It  cannot  meet  the  burgeoning  need  for  preventing 
the  spread  of  HTV  among  adolescents  and  serving  teens  who  are 
infected.  Based  on  the  limited  information  the  agencies  provided, 
less  than  5%  of  the  current  Federal  AIDS  budget  (excluding 
Medicaid)  funds  research,  programs  or  services  that  benefit  teens. 

Denial  of  the  problem  at  the  Federal  level  ~  where 
leadership  should  be  paramount  -  is  a  national  disgrace.  Few 
Federal  resources  are  dedicated  to  research  or  data  collection 
that  involve  adolescents  and  their  health  care  providers. 
Prevention  efforts  to  curb  risk  taking  behavior  among  youth  are 
sketchy.  And  use  of  explicit  information  about  preventing  HIV 
infection  is  often  discouraged  or  even  prohibited. 
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Significant  financial,  institutional,  legal  and  social  barriers 
hinder  adolescents'  access  to  health  care.  The  Federal 
government  offers  little  help  in  breaking  down  these  barriers. 

But  this  report  is  not  just  a  compilation  of  relevant  statistics 
or  a  review  of  Federal  efforts.  It  is  an  urgent  plea  to  confront 
the  problem  of  AIDS  and  adolescents  and  takes  the  first  step  by 
laying  the  groundwork  for  positive  policy  and  community  change 
that  should  prove  valuable  to  policymakers  and  program  planners. 

The  Select  Committee  has  confirmed  that  experts  agree  early 
intervention  is  the  best  strategy  to  prevent  further  spread  of  the 
virus.  It  is  easier  to  prevent  risky  behavior  before  it  starts  than 
to  change  entrenched  behaviors.  However,  few  efforts  to  control 
HIV  infection  have  targeted  adolescents  who  are  initiating  sexual 
and  drug  use  activity  at  younger  and  younger  ages.  This  failure 
has  seriously  hindered  our  ability  to  contain  the  epidemic  and  to 
meet  the  needs  of  young  people  and  their  families  who  have 
been  devastated  by  it 

While  the  Select  Committee  found  that  the  extent  of  the 
problem  is  alarming,  there  is  good  news  as  well.  We  identified 
many  innovative  programs  which  prevent  or  reduce  risky  behavior 
among  youth.  These  model  efforts  often  combine  intensive 
individual  attention  with  life  skills  training  and  involve  peer 
educators,  parents,  schools,  and  community  organizations,  which 
provide  resources  and  reinforce  messages. 

Unfortunately,  these  comprehensive  programs  are  the 
exception  rather  than  the  rule.  Few  HIV  prevention  efforts  have 
gone  beyond  "AIDS  101"  to  provide  youth  with  the  skills  and 
support  they  need  to  be  safe.  Little  has  been  done  to  reach  out- 
of-school  youth  who  often  face  significantly  greater  risk  of 
infection. 

To  understand  how  some  programs  root  themselves 
successfully  in  their  communities  and  overcome  obstacles  to 
providing  services  to  teens,  the  Select  Committee  also  conducted 
key  informant  interviews  with  front-line  experts  from  prevention 
programs  from  across  the  country. 
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Most  promising  is  the  finding  that  although  community 
resistance  to  HIV  prevention  efforts  is  often  anticipated,  it  proves 
to  be  a  relatively  minor  problem.  Community  apathy,  while  more 
prevalent,  can  be  overcome,  beginning  with  early  and  sustained 
involvement  of  parents  and  community  organizations  in  HIV 
prevention  efforts.  Support  seems  to  "snowball"  once  key 
community  segments  (including  school  officials,  business  leaders, 
and  religious  organizations)  become  involved.  A  still  pervasive 
problem,  however,  is  the  inadequacy  and  lack  of  health  care,  drug 
treatment,  and  family  planning  services  for  teens  in  their 
communities. 

Given  the  escalating  and  evolving  nature  of  the  disease,  the 
Federal  government  cannot  solve  this  problem  alone. 
Adolescents,  women,  infants,  and  members  of  racial  and  ethnic 
minority  communities  are  increasingly  represented  among  persons 
with  HIV  disease  and  AIDS.  A  comprehensive  strategy  involving 
the  experts  and  all  concerned  groups  is  required  to  slow  the 
epidemic,  provide  care  to  everyone  who  is  infected,  and  address 
the  needs  of  all  populations  affected. 

Most  importantly  for  teens,  parents  and  schools  remain 
essential  sources  of  support.  We  must  reinforce  their  ability  and 
confidence  to  respond  to  the  epidemic. 

In  our  1987  report,  "A  Generation  in  Jeopardy:  Children 
and  AIDS,"  the  Select  Committee  on  Children,  Youth,  and 
Families  warned  that  if  we  failed  to  limit  the  spread  of  HIV, 
thousands  of  children  and  youth  would  be  lost  and  their  families 
devastated.  Tragically,  our  predictions  are  proving  true. 

As  the  Select  Committee  urged  in  its  last  report,  we  must 
put  ideology  aside  and  marshall  every  available  tool  to  slow  the 
epidemic  and  focus  more  attention  on  teens,  who  certainly  will  be 
the  fastest  growing  group  of  persons  with  AIDS  if  we  fail  to  act 
today.  The  support  and  involvement  of  parents,  the  commitment 
of  resources  and  expertise  from  schools,  businesses,  and 
community  organizations,  as  well  as  from  local,  state,  and  Federal 
governments  are  crucial. 
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We  hope  this  report  will  alert  teens,  parents  and  the  public 
to  the  still  silent  threat  of  AIDS  and  its  effect  on  the  nation's 
youth.  It  is  the  silence  that  is  killing  them  and  will  continue  to 
threaten  the  health  and  well-being  of  all  the  nation's  youth. 
Every  day  that  we  ignore  the  epidemic,  HIV  gains  ground  and 
threatens  the  loss  of  another  generation. 


(signed)      PATRICIA  SCHROEDER.  Chairwoman 
GEORGE  MILLER 
WILLIAM  LEHMAN 
MATTHEW  F.  McHUGH 
TED  WEISS 
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REPORT  FINDINGS 


MILLIONS  OF  TEENS  IN  DANGER  OF  CONTRACTING  HIV 
INFECTION  AND  AIDS 

•  By  age  20,  68%  of  adolescent  females  and  86%  of  adolescent 
males  are  sexually  active.  Among  sexually  experienced  teens 
ages  18-19,  nearly  25%  of  females  report  having  had  six  or 
more  partners  and  nearly  20%  of  males  report  having  had  six 
to  ten  partners.  The  correct  and  consistent  use  of  latex 
condoms  prevents  HIV  transmission.  Yet,  only  47%  of 
females  and  55%  of  males  report  use  of  condoms  at  first 
intercourse. 

•  Three  million  teens  are  infected  with  a  sexually  transmitted 
disease  (STD)  each  year.  In  1990,  nearly  two-thirds  of  the 
more  than  12  million  STD  cases  reported  were  among 
persons  under  age  25.  The  same  risky  sexual  behavior  that 
transmits  HIV  transmits  STDs,  and  lesions  from  other  STDs 
increase  the  risk  of  HIV  infection.  \ 


•  Lack  of  recent  and  reliable  data  has  prevented  accurate 
assessment  of  the  extent  of  homosexual  behavior  and  anal 
sex  among  adolescents.  Data  from  a  1970  national  survey 
found  that  at  least  20%  of  men  had  homosexual  experience, 
with  the  majority  reporting  this  activity  during  teenage  years. 
Other  smaller  studies  have  found  that  9%  to  37%  of  male 
adolescents  have  had  same-gender  sexual  experiences.  More 
than  25%  of  teenage  girls  attending  an  adolescent  outpatient 
clinic  in  New  York  City  reported  engaging  in  anal 
intercourse.  Prevention  program  representatives  interviewed 
by  Select  Committee  staff  said  better  information  about 
adolescent  sexual  behavior  is  badly  needed. 

•  In  1990,  2.9%  of  high  school  seniors  reported  using  steroids 
(injected  by  most  users),  and  1.3%  reported  heroin  use.  In 
addition,  3.5%  of  high  school  seniors  reported  having  used 
crack  cocaine,  which  is  believed  to  play  an  important  role  in 
the  spread  of  HTV  due  to  its  highly  addictive  properties  and 
its  association  with  unprotected  sexual  behavior. 
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•  Alcohol  use  is  associated  with  impaired  judgment  and 
reduced  condom  use  during  sexual  activity.  In  1991,  an 
estimated  eight  million  junior  and  senior  high  school  students 
(40%  of  this  population)  reported  weekly  consumption  of 
alcohol,  including  5.4  million  students  who  "binged"  with  five 
or  more  drinks  in  a  row  and  454,000  who  reported  an 
average  weekly  consumption  of  15  alcoholic  drinks. 

THOUSANDS  OF  TEENS  THOUGHT  TO  BE  ALREADY 
INFECTED  WITH  HIV 

•  Each  year  at  least  40,000  new  HIV  infections  occur  among 
adolescents  and  adults.  The  national  prevalence  of  HIV  in 
adolescents  is  unknown.  However,  large  studies  have  found 
that  more  than  one  in  300  Job  Corps  entrants  and  more  than 
one  in  3,000  military  applicants  were  infected  with  HIV.  In 
both  studies,  males  had  higher  HIV  infection  rates. 
However,  among  youth  ages  16-18,  females  were  more  likely 
than  males  to  be  infected  with  HIV. 

•  Smaller  studies  have  found  high  rates  of  HIV  infection 
among  youth.  In  New  York  City,  one  in  170  teenage  women 
delivering  live  births  was  infected  with  HIV.  Among 
teenagers  attending  STD  clinics,  an  average  of  one  in  200 
teens  was  infected.  Seroprevalence  studies  of  runaway  and 
gay  youth  have  found  even  higher  rates  of  infection. 


AIDS  IN  ADOLESCENTS  INCREASING  AT  ALARMING 
RATE/FEMALES  AND  MINORITIES  REPRESENT  GREATER 
PROPORTION  OF  CASES  IN  YOUTH  THAN  IN  ADULTS 

•  During  the  past  two  years  alone,  the  number  of  teens  and 
young  adults  (ages  13-24)  who  were  diagnosed  with  AIDS 
increased  by  62%.  More  than  half  of  U.S.  AIDS  cases 
among  persons  ages  13-24  have  been  reported  during  the 
past  three  years  of  the  decade-old  epidemic. 

•  By  the  end  of  1991,  AIDS  cases  had  been  reported  among 
persons  ages  13-24  in  49  states  and  the  District  of  Columbia, 
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nearly  100  large  metropolitan  areas,  and  numerous  small 
towns  and  rural  communities  across  the  country.  Nearly  one- 
third  of  AIDS  cases  among  teens  has  been  reported  in  areas 
with  populations  less  than  500,000. 

•  In  adults  over  25,  one  in  ten  people  with  AIDS  is  female. 
In  teenagers,  this  ratio  drops  to  one  in  four.  Heterosexual 
transmission  accounts  for  45%  of  AIDS  cases  among  teenage 
girls,  compared  with  33%  among  women  over  age  25. 
Seventy  percent  of  female  adolescents  with  AIDS  are  racial 
or  ethnic  minority  youth. 

•  Racial  and  ethnic  minority  populations  are  disproportionately 
represented  among  AIDS  cases  at  all  age  levels,  particularly 
in  teens.  While  African-Americans  and  Hispanics  comprise 
15%  and  12%  of  the  U.S.  teenage  population  (ages  13-19) 
respectively,  they  represent  37%  and  19%  of  reported  AIDS 
cases  among  teens.  Among  adults,  African-Americans  and 
Hispanic  persons  account  for  28%  and  16%  of  AIDS  cases, 
respectively. 


YOUTH  AT  SHARPLY  INCREASED  RISK  OF  HIV 
INFECTION  UNDERSERVED/REOUIRE  TARGETED 
INTERVENTIONS 

•  Each  year,  an  estimated  one  million  adolescents  run  away 
from  home  or  are  homeless.  Lacking  skills  and  resources  to 
support  themselves,  many  resort  to  unprotected  "survival  sex" 
(the  exchange  of  sex  for  money,  food,  shelter  or  drugs). 
Runaway  and  homeless  youth  also  report  high  levels  of 
alcohol  and  other  drug  use,  and  increased  rates  of  STDs, 
pregnancy,  sexual  abuse  and  rape. 

•  In  1991,  the  San  Francisco  Department  of  Public  Health 
found  that  among  more  than  250  gay  and  bisexual  men  ages 
17-25,  youth  under  age  20  had  the  highest  rate  of  HIV 
infection  (14.3%),  and  were  significantly  more  likely  than 
older  men  to  report  unprotected  oral  or  anal  sex.  High  rates 
of  risky  sexual  and  drug-related  behavior  have  also  been 
found  in  gay  and  bisexual  male  teens  in  Minnesota  and  New 
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York  City.  Despite  elevated  risk,  few  prevention  efforts  and 
services  have  been  targeted  to  gay  and  bisexual  youth. 

A  1989  survey  found  that  95,621  youth  were  held  in  public 
and  private  juvenile  facilities  and  adult  jails  on  census  day. 
Although  data  on  risk-taking  and  services  available  to 
detained  and  incarcerated  youth  are  scarce,  one  study  found 
that  virtually  all  (99%)  detainees  were  sexually  experienced, 
more  than  half  reported  first  intercourse  before  or  at  age  12, 
only  28%  reported  consistent  condom  use,  and  13%  reported 
having  injected  drugs.  Other  studies  have  shown  high  rates 
of  STDs  and  low  knowledge  about  HIV  risk-reduction 
strategies. 

High  rates  of  sexual  activity,  pregnancy  and  drug  use  have 
been  found  in  youth  in  foster  care.  In  one  study  of  girls 
ages  13-18,  those  in  foster  care  were  50%  more  likely  to 
report  having  had  sex  and  were  significantly  less  informed 
about  birth  control  than  girls  who  were  not  in  foster  care. 
Confusion  about  who  should  provide  HIV  prevention  and 
services  to  adolescents  in  foster  care  is  widespread,  and  most 
states  do  not  have  specific  policies  to  address  HIV-related 
issues  affecting  children  and  youth  in  foster  care. 

Injected  drug  use  plays  an  important  role  in  fueling  the  HIV 
epidemic.  While  rates  of  injected  drug  use  are  lower  among 
youth  than  adults,  sharing  "works"  is  most  common  at  the 
earliest  stages  of  injected  drug  use,  and  10%  of  persons  in 
drug  treatment  programs  who  reported  intravenous  drug  use 
were  age  21  or  younger. 

Crack  use  has  contributed  to  high  levels  of  HIV  and  other 
STDs  in  a  number  of  states,  including  Georgia,  New  Jersey 
and  New  York.  A  study  of  teenage  crack  users  in  Oakland 
and  San  Francisco,  California,  found  that  96%  were  sexually 
active,  51%  had  combined  crack  with  sex,  41%  had  a  history 
of  STDs,  25%  had  traded  sex  for  drugs  or  money,  and  first 
use  of  condoms  occurred  two  years  after  sexual  activity 
began. 
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•  Among  applicants  to  the  military,  African-American  youth 
were  five  times  more  likely  than  whites  to  be  infected  with 
HIV.  By  age  21,  nearly  one  in  80  minority  entrants  to  the 
Job  Corps  was  infected  with  HIV.  Higher  rates  of  STDs 
and  sexual  activity  and  lower  knowledge  about  AIDS  have 
been  reported  in  minority  youth  than  in  white  youth. 

•  An  estimated  one  in  four  girls  and  one  in  six  boys  are 
sexually  assaulted  before  age  18.  One  recent  study  found 
that  compared  with  persons  who  were  not  sexually  abused  as 
children,  survivors  of  sexual  abuse  were  four  times  more 
likely  to  be  working  as  prostitutes,  almost  three  times  more 
likely  to  become  pregnant  before  age  18,  and  twice  as  likely 
to  have  multiple  sexual  partners  during  one  year,  increasing 
their  risk  of  HIV  infection. 

•  Out-of-school  youth,  who  are  at  increased  risk  of  infection, 
are  unlikely  to  have  access  to  HIV  prevention  information. 
In  FY  1989,  only  4%  of  state  educational  agency  funds  and 
7%  of  local  educational  agency  funds  had  been  allocated  to 
prevention  for  out-of-school  youth,  and  after  two  years  of 
funding,  one-third  of  the  state  agencies  had  no  programming 
in  place.  Respondents  to  Select  Committee  interviews 
reported  that  once  these  youth  are  identified,  HIV 
prevention  efforts  are  often  successful. 

•  While  few  new  cases  of  AIDS  have  been  attributed  to 
contaminated  blood  and  blood  products,  more  than  half  of 
Americans  with  hemophilia  may  already  be  infected  with 
HIV.  Sexual  partners  of  infected  hemophiliac  teens  are  at 
increased  risk  of  infection. 


COMPREHENSIVE  HIV  PREVENTION  PROGRAMS  THAT 
COMBINE  SKILLS  TRAINING,  ACCESS  TO  CARE,  AND 
COMMUNITY  SUPPORT  HAVE  SHOWN  PROMISE  IN 
REDUCING  RISKY  BEHAVIOR 

•  A  recent  analysis  of  100  programs  that  were  successful  in 
reducing  high-risk  behavior  among  youth  found  several 
common  strategies:   early  intervention;  intense  one-on-one 
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attention;  social  skills  training;  involvement  of  parents; 
schools  as  the  focal  point;  and  community-wide,  multi-agency 
approaches  to  provide  resources  and  reinforce  messages. 
Peer  educators  have  been  used  in  several  successful 
prevention  programs,  and  many  effective  models  include 
preparation  for  entering  the  labor  market. 

•  The  Youth  and  AIDS  Project  at  the  University  of  Minnesota 
provides  individual  risk  reduction  counseling,  peer  education, 
and  referral  to  psychosocial  services  to  gay  and  bisexual 
youth.  Initial  data  indicate  that  participants  report  decreases 
in  risky  sexual  behavior,  regular  use  of  alcohol  during  sexual 
situations,  dysfunctional  substance  abuse,  and  denial  of 
personal  vulnerability  to  AIDS.  Consistent  use  of  condoms 
during  anal  intercourse  nearly  doubled. 

•  A  1991  study  of  145  runaway  and  homeless  youth  in  New 
York  City  found  that  comprehensive  intervention,  including 
discussion  of  knowledge  about  HIV,  coping  and  social  skills 
training,  and  access  to  medical  and  other  services  significantly 
reduced  risk-taking  behavior  among  these  youth.  After 
participating  in  the  program,  reports  of  consistent  condom 
use  increased  from  less  than  25%  to  more  than  60%.  Very 
high-risk  sexual  behavior  (multiple  sexual  partners  and 
encounters,  and  failure  to  use  condoms)  decreased  from 
nearly  25%  to  zero. 


COST  OF  HIV-RELATED  TREATMENT 
SKYROCKETING/SPECIFIC  COSTS  FOR  YOUTH  UNKNOWN. 
ACCESS  TO  CARE  LIMITED 

•  By  1994,  the  cost  of  caring  for  all  persons  with  HIV  disease 
and  AIDS  may  reach  $10.6  billion.  The  annual  costs  per 
person  of  treating  AIDS  and  HIV  disease  are  estimated  at 
$32,000  and  $5,150,  respectively.  Estimates  for  the  cost  of 
treating  adolescents  are  not  available. 

•  In  recent  years,  Medicaid  has  covered  an  increasing  share  of 
medical  costs  associated  with  the  HIV  epidemic.  However, 
an  estimated  4.6  million  adolescents  ages  10-18  lack  health 
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insurance  and  remain  ineligible  for  Medicaid.  Young  adults 
ages  19-24  are  even  less  likely  to  be  privately  insured  or 
eligible  for  public  assistance. 

•  In  1989,  the  most  recent  year  for  which  data  are  available, 
at  least  1.6  million  adolescents  in  the  U.S.  needed  treatment 
for  alcohol  and  other  drug  abuse,  but  only  123,500  actually 
received  it.  Select  Committee  interview  respondents  from 
around  the  country  reported  critical  drug  treatment  shortages. 

•  Although  many  experts  agree  the  most  promising  strategy  to 
reduce  risky  behavior  and  promote  healthy  decisions  is  a 
comprehensive  K-12  school  health  program,  only  about  300 
schools  in  the  country  have  any  kind  of  school-linked  health 
facility.  These  facilities  provide  access  to  general  primary 
care,  counseling,  and  preventive  services  to  many  youth  who 
may  not  have  another  health  care  provider.  By  November 
1991,  only  one  in  eight  school-linked  health  facilities 
distributed  condoms  or  was  planning  to  do  so. 


LEGAL  AND  ETHICAL  CONSIDERATIONS  FOR  PROVIDING 
HIV-RELATED  SERVICES  TO  ADOLESCENTS  REMAIN 

•  The  HIV  epidemic  has  raised  complicated  legal  and  ethical 
issues  for  adolescents  living  with  the  vims  and  society  at 
large.  These  include  HIV-antibody  testing,  access  to  medical 
treatment,  protection  against  discrimination,  privacy  rights, 
duty  to  warn,  types  and  content  of  educational  interventions, 
and  liability  concerns. 

•  Early  treatment  has  delayed  the  progression  of  HIV  disease, 
causing  some  to  advocate  increased  HIV-antibody  testing. 
However,  few  resources  have  been  devoted  to  providing 
adequate  counseling  and  treatment,  and  the  privacy  of  youth 
who  are  tested  is  often  unprotected.  Without  addressing 
these  concerns,  experts  warn  that  HIV-antibody  screening  of 
adolescents  does  more  harm  than  good. 

•  Adolescents*  authority  to  consent  for  HIV  testing  and 
treatment  for  HIV-related  services  varies  by  state.  By 
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September  1991,  11  states  (AZ,  CA,  CO,  DE,  IA,  MI,  MT, 
NM,  NY,  OH,  and  WI)  had  specific  statutes  authorizing 
minors  to  consent  for  HIV  testing.  Twelve  states  (AL,  FL,  IL, 
KY,  MI,  MT,  NV,  SC,  TN,  VT,  WA,  and  WY)  had  specific 
statutes  authorizing  minors  to  consent  to  testing  and  treatment 
for  HIV  as  an  STD.  Still  other  states  have  specific  statutes 
authorizing  adolescents  to  consent  only  to  treatment  for 
AIDS  or  HIV. 

•  State  laws,  financial  barriers  and  a  dearth  of  adequately 
trained  health  care  providers  severely  impede  the  provision 
of  adequate  HIV-related  medical  treatment  to  adolescents. 
Participation  in  experimental  clinical  trials  makes  high-quality 
medical  services  available  to  some  adolescents.  Adolescents' 
authority  to  consent  to  participation  in  research,  however,  is 
even  more  limited  than  the  authority  to  consent  to 
established  treatment. 


FEDERAL  EFFORTS  TO  COMBAT  HIV  AND  AIDS  AMONG 
ADOLESCENTS  UNDERFUNDED,  UNCOORDINATED  AND 
INSUFFICIENT 

•  While  many  Federal  agencies  report  HIV-related  efforts  that 
serve  or  target  youth,  it  is  virtually  impossible  to  determine 
the  depth  or  extent  of  these  efforts.  Among  the  primary 
Federal  agencies  that  provide  health  care  research,  treatment, 
prevention,  and  services  to  youth,  total  HIV-related  spending 
was  approximately  $107  million  in  FY  1991  -  estimated  to 
be  less  than  5%  of  the  total  Federal  AIDS  budget.  The 
Health  Care  Financing  Agency,  which  administers  Medicaid, 
is  unable  to  determine  the  cost  of  HIV-related  care  provided 
to  adolescents. 

•  Federal  HIV-related  efforts  targeting  or  serving  adolescents 
are  piecemeal  and  uncoordinated.  Federal  health  policy 
regarding  adolescents  and  HIV  is  essentially  nonexistent.  No 
agency  surveyed  by  the  Select  Committee  had  evaluated  its 
HIV-related  efforts  for  adolescents  on  an  agency-wide  basis, 
and  few  resources  are  dedicated  to  disseminating  promising 
model  programs. 
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The  Ryan  White  CARE  Act,  the  Federal  law  most  likely  to 
improve  adolescents'  access  to  HTV-related  treatment  and 
services,  has  been  severely  underfunded.  In  the  past  two 
years,  funding  for  Ryan  White  programs  was  less  than  one- 
third  of  the  total  authorized  by  Congress. 

Federal  programs  such  as  community  and  migrant  health 
centers  (CHCs  and  MHCs)  and  Title  X  family  planning 
clinics  have  the  potential  to  reach  medically  underserved 
teens  with  key  HTV-related  information  (e.g.,  instructions  for 
proper  condom  usage)  and  services.  Yet,  between  1980  and 
1991,  funding  for  CHCs  and  MHCs  declined  by  2.4%  and 
funding  for  Title  X  decreased  by  61%,  adjusted  for  inflation. 

Categorical  funding  of  prevention  efforts  prohibits  efforts  to 
address  related  risky  behaviors,  such  as  sexual  activity  and 
drug  use.  Hie  Office  of  Drug  Free  Schools  in  the  U.S. 
Department  of  Education  has  one  of  the  largest  Federal 
prevention  budgets,  and  Drug  Free  Schools  programs  are 
mandated  in  every  state.  Despite  apparent  leeway  in  the 
statute  and  the  recommendation  of  the  Office  of  Substance 
Abuse  Prevention,  the  U.S.  Department  of  Education  has 
refused  requests  to  include  information  about  other  HTV- 
related  risk  behaviors  in  this  prevention  program. 

The  Centers  for  Disease  Control  (CDC)  allocates  funds  to 
state  and  local  educational  agencies  to  provide  HIV 
prevention  education  to  in-school  and  out-of-school  youth. 
In  1990,  the  General  Accounting  Office  (GAO)  found  that 
only  two-thirds  of  public  school  districts  offered  any 
formalized  HIV  education,  that  teacher  training  was 
insufficient,  and  that  HIV  prevention  programs  in  schools 
were  unevaluated.  While  CDC  has  begun  to  respond  to 
many  of  the  criticisms  raised  by  GAO  and  others,  (i.e.,  with 
new  regional  teacher  training  centers),  current  funding 
constraints  mean  that  prevention  programming  is  available 
only  to  a  small  minority  of  those  at  highest  risk,  and  state- 
of-the-art  school-based  programing  is  sparse. 
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FEDERAL  RESTRICTIONS  ON  EXPLICITNESS  OF 
PREVENTION  MATERIALS  AND  LACK  OF  BEHAVIORAL 
RESEARCH  LIMIT  PROGRAM  EFFECTIVENESS 

©  While  communities  have  the  final  say  regarding  curriculum 
issues,  CDC  guidelines  for  the  content  of  prevention 
programs  fail  to  recommend  that  explicit  means  for  reducing 
AIDS  risk  be  described  in  middle  schools.  According  to  the 
Institute  of  Medicine  at  the  National  Academy  of  Sciences, 
the  omission  of  information  about  the  protective  value  of 
consistent  condom  usage  is  potentially  dangerous  since  some 
students  are  sexually  active  during  these  years. 

•  Few  national  data  exist  to  assess  the  extent  of  many 
behaviors  that  put  youth  at  risk  of  HIV,  particularly  among 
populations  that  are  believed  to  be  at  increased  risk  of 
infection.  Objections  to  research  about  the  environmental 
influences  on  and  prevalence  of  risky  sexual  behavior  in 
adolescents  have  had  chilling  effects  on  efforts  to  gather 
information  necessary  for  HIV  prevention.  Critical 
behavioral  research  has  been  cancelled,  and  the  scientific 
community  has  been  made  aware  that  similar  studies  will  not 
be  funded  in  the  future. 

•  Experts  have  called  CDC  requirements  for  content  of  HIV- 
related  materials  cumbersome  and  overly  restrictive.  These 
requirements  have  resulted  in  the  elimination  of  discussions 
of  homosexuality  and  specific  behaviors  that  put  an 
adolescent  at  risk  of  HIV  from  basic  "AIDS  101"  curricula. 
A  newly  revised  version  still  requires  duplication  of  review 
processes,  and  prohibits  language  that  will  be  offensive  to 
"...a  majority  of  adults  outside  the  intended  audience." 

•  The  CDC  and  numerous  researchers  have  found  that  correct 
and  consistent  use  of  latex  condoms  lubricated  with  the 
spermicide  nonoxynol  9  prevents  transmission  of  STDs, 
including  HIV.  However,  a  new  CDC  public  information 
campaign  fails  to  mention  either  condoms  or  sex  in  public 
service  announcements. 
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KEY  FINDINGS  FROM  INTERVIEWS 
CONDUCTED  BY  SELECT  COMMITTEE  ON 
CHILDREN,  YOUTH,  AND  FAMILIES 


Community  support  for  HIV  prevention  and  services  for 
teens  is  critical  to  program  success.  In  order  to  determine  how 
to  increase  community  support  for  efforts  to  protect  adolescents 
from  HIV  infection,  and  how  to  overcome  community  resistance 
to  these  programs,  the  Select  Committee  on  Children,  Youth,  and 
Families  conducted  interviews  with  representatives  of  29  programs 
in  20  states  that  attempt  to  prevent  adolescent  HIV  infection. 
Major  findings  were: 

•  Apathy  is  a  greater  problem  for  prevention  programs  than 
community  resistance.  Resistance  had  a  silver  lining  -  it 
often  shattered  apathy  in  the  community  at  large  and 
motivated  active  support  for  programs  that  help  keep  teens 
safe. 

•  Parent  involvement  in  planning  is  linked  with  involvement  of 
other  community  segments. 

•  Community  support  snowballs  when  key  groups  are  recruited. 

•  Programs  that  work  with  national  organizations  to  provide 
state-of-the-art  services  gain  the  most  support  from 
community  leaders  and  organizations. 

•  Programs  that  belong  to  coalitions  operate  with  lower 
budgets. 

•  Programs  find  the  local  data  from  the  Youth  Risk  Behavior 
Survey  valuable  in  fighting  denial  and  apathy  and  in  planning 
prevention  efforts,  but  need  more  information  about  the 
sexual  and  drug-use  behaviors  of  American  teens. 

•  Programs  that  evaluate  their  efforts  enjoy  the  greatest 
support;  evaluation  by  outside  experts  is  linked  with  support 
from  the  local  business  community. 
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Barriers  to  additional  progress  in  preventing  adolescent  HIV 
infection  were  identified,  and  include: 

•  Denial  of  risk,  a  problem  faced  by  more  than  80%  of  the 
prevention  programs  interviewed. 

•  A  lack  of  action  in  communities  that  still  have  few  AIDS 
cases,  and  an  opportunity  to  avoid  the  problem. 

•  A  shortage  of  general  medical  services,  family  planning 
services,  and  drug  treatment  services  that  are  available  to  and 
appropriate  for  adolescents. 

•  Difficulties  in  reaching  out-of-school  youth. 

•  A  need  for  funding. 

•  A  need  for  technical  assistance,  especially  in  program 
evaluation. 
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ADDITIONAL  VIEWS  OF  THE  HON.  RICHARD  J.  DURBIN; 
HON.  PATRICIA  SCHROEDER,  HON.  TIM  JOHNSON;  AND 
HON.  PETE  PETERSON 


This  report  by  the  Select  Committee  on  Children,  Youth,  and 
Families  presents  a  compelling  case  for  the  need  to  make  a 
greater  effort  to  help  our  nation's  teenagers  protect  themselves 
from  the  danger  of  HIV  infection. 

Every  year,  an  astounding  3  million  teenagers  -  one  in  every 
six  -  are  affected  by  a  sexually  transmitted  disease.  The 
prevalence  of  STDs  makes  it  clear  that  a  large  number  of 
teenagers  are  at  risk  of  HTV  infection.  As  HTV  continues  to 
spread  throughout  the  country,  the  risk  will  continue  to  rise.  If 
we  are  to  avoid  losing  a  significant  portion  of  the  current  and 
next  generation  of  teenagers  to  AIDS,  we  must  become  more 
successful  at  educating  young  people  about  the  dangers  they  face 
and  helping  them  to  maintain  or  develop  behaviors  that  reflect 
the  reality  of  AIDS. 

The  first  line  of  defense,  the  most  effective  way  to  prevent 
HIV  infection,  is  to  abstain  from  sexual  intercourse  and  injecting 
drugs.  We  must  continue  to  present  this  message.  With  regard 
to  sexual  activity,  Surgeon  General  C.  Everett  Koop  made  it  clear 
what  one  must  do  to  practice  safe  sexual  behavior  to  avoid  HTV 
infection:  Abstain  from  sexual  activity  or  have  sex  only  with  one 
mutually  faithful  uninfected  partner. 

Since  abstinence  is  the  best  way  for  teenagers  to  avoid  HTV 
infection,  it  is  important  that  programs  promote  abstinence.  The 
Committee's  report  makes  it  clear  that  such  programs  are  most 
effective  when  they  are  comprehensive  programs  providing 
individual  attention  and  social  skills  training,  including 
assert  iveness,  refusal  skills,  interpersonal  problem  solving,  and 
decision  making.  These  types  of  programs  have  resulted  in  young 
teens  delaying  the  initiation  of  sexual  activity. 

Unfortunately,  we  apparently  have  much  more  to  learn  about 
how  to  motivate  older  teenagers  who  are  already  sexually  active 
to  choose  abstinence.    Researchers  appear  to  find  that  some 


(341) 


132 


342 

abstinence  programs  result  in  self-reported  attitude  changes 
without  producing  actual  behavior  changes.  Since  abstinence  is 
the  only  risk-free  way  for  teenagers  to  avoid  HTV  infection,  it  is 
important  that  we  continued  to  look  for  ways  to  help  our  nations' 
teenagers  to  embrace  the  abstinence  message  and  to  be 
empowered  to  live  it  out  in  their  actual  behavior. 

It  is  also  important  that  we  acknowledge  the  fact  that  many 
teenagers  are  and  will  continue  to  be  sexually  active  regardless  of 
the  services  and  programs  we  offer.  If  we  hope  to  see  these 
teenagers  live  long  adult  lives  without  succumbing  to  AIDS,  they 
need  to  know  the  facts  about  sexual  activity  and  AIDS. 

The  Surgeon  General  made  it  clear  that  condoms,  while  not 
risk-free,  can  reduce  the  risk  of  AIDS.  According  to  the  Centers 
for  Disease  Control,  under  ideal  conditions  condoms  as 
contraceptives  can  have  a  failure  rate  as  low  as  0.6%,  but  the 
typical  failure  rate  including  inconsistent  or  incorrect  use  is  10- 
20%.  If  we  care  about  protecting  the  lives  of  sexually  active 
teenagers,  we  must  provide  them  with  the  facts  they  need  to 
reduce  their  risk  of  HTV  infection,  including  the  importance  of 
using  condoms  to  reduce  the  risk  of  infection,  the  risk  that 
remains  when  using  condoms,  and  the  proper  way  to  use  condoms 
to  minimize  that  risk.  To  do  less  would  be  to  do  an  injustice  to 
teenagers  who  rely  on  us  to  honestly  present  the  facts. 

This  report  involves  a  number  of  subjects  that  tend  to  be 
uncomfortable  and  controversial  topics  of  discussion,  including 
AIDS  and  teenage  sexual  activity.  We  must  not  allow  our  natural 
reticence  about  these  subjects  to  blind  us  to  the  importance  of 
strong  action.  Hie  lives  of  a  generation  of  Americans  hang  in 
the  balance.  This  report  is  important  because  it  calls  us  all  to 
examine  what  we  are  doing  to  prevent  needless  deaths  in  a  very 
vulnerable  population.  Only  a  comprehensive  approach,  using 
every  effective  method  available  to  us,  can  have  hope  of  success. 

(Signed)  RICHARD  J.  DURBIN 

PATRICIA  SCHROEDER 
TIM  JOHNSON 
PETE  PETERSON 
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DISSENTING  MINORITY  VIEWS  OF  HON.  FRANK  R.  WOLF, 
RANKING  MINORITY  MEMBER;  HON.  CLYDE  C.  HOLLOWAY; 
HON.  LAMAR  S.  SMITH;  HON.  JAMES  T.  WALSH;  HON.  BOB 
McEWEN;  HON.  RICHARD  SANTORUM;  HON.  DAVE  CAMP;  HON. 
BILL  BARRETT 

INTRODUCTION 

The  Majority  Report  is  entitled,  "A  Decade  of  Denial:  Teens  and 
AIDS  in  America."  We  couldn't  agree  with  this  characterization  more. 
The  denial  stems  from  those  who  view  the  problem  primarily  as  a 
health  problem  rather  than  what  it  truly  is  -  a  behavioral  problem. 
This  dilemma  is  rooted  in  the  substandard  culture  of  values  that  far  too 
many  teens  hold  today.  The  numbers  are  staggering  in  terms  of  the 
terrible  consequences  of  early  sexual  activity  -  such  as  cancer  of  the 
cervix,  complications  in  pregnancy,  resultant  infertility,  unwed 
pregnancy,  abortion,  and  high  rates  of  sexually  transmitted  diseases, 
including  the  contraction  of  the  HIV  virus  which  causes  AIDS. 

The  Republican  Members  of  the  Select  Committee  on  Children, 
Youth,  and  Families,  who  signed  onto  the  Minority  Dissent,  do  not 
take  the  position  that  early  sexual  activity  is  a  normal  and  inevitable 
part  of  growing  up. 

Our  experience  tells  us  that  the  findings  from  the  recently  released 
report  from  the  National  Commission  on  Children,  Chaired  by  Senator 
John  D.  Rockefeller  IV,  are  based  in  fact: 

The  majority  of  young  people  emerge  from  adolescence  healthy,  hopeful,  and 
able  to  meet  the  challenges  of  adult  life.  Half  of  America's  10-17  year  olds 
are  doing  well  and  are  at  very  low  risk  of  experiencing  problems  related  to 
their  social  behavior.  They  are  progressing  in  school,  they  are  not  sexually 
active,  they  do  not  commit  delinquent  acts,  and  they  do  not  use  drugs  or 
alcohol.  1 

The  fact  that  some  teens  do  engage  in  unhealthy  behavior 
should  not  discourage  us,  as  a  society,  from  promoting  moral 
conduct.  In  our  Republican  dissent  we  carefully  document  the 
medical  consequences  of  early  sexual  activity  and  agree  with  S.L. 
Barron,  M.D.,  who  stated  in  the  British  Journal  of  Obstetrics  and 
Gynecology.    "Discouraging  sexual  activity  before  the  age  of 


Beyond  Rhetoric:  A  New  American  Agenda  for  Children  and  Families.  Final 
Report  of  the  National  Commission  on  Children,  U.S.  Government  Printing  Office, 
Washington,  D.C.,  1991,  p.  219. 
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consent  seems  to  have  a  medical  as  well  as  moral  basis"2 

Values  and  culture  are  not  irrelevant  issues  in  this  fight 
against  the  HIV  virus  and  teenage  sexual  activity.  Behavior  is 
strongly  influenced  by  culture.  To  help  change  behavior  we  need 
to  change  the  messages  we  transmit  about  the  appropriateness  of 
teenage  sexual  activity.  In  short,  we  need  to  change  the  cultural 
message.  ^ 

Currently,  the  cultural  messages  we  send  about  teenage 
sexual  activity  virtually  ignore  the  values  of  self  restraint,  self- 
control,  fidelity,  and  respect  for  oneself  and  others.  In  the  words 
of  Dr.  Bill  Bennett,  "cultural  problems  demand  cultural 
solutions."5  One  solution  is  abstinence-based  programs. 

Abstinence-based  programs  go  beyond  the  symptoms  and 
address  the  root  problems  associated  with  early  sexual  activity. 
Addressing  these  problem  at  the  root  is  vital  to  helping  our  youth 
achieve  their  full  potential  according  to  Dr.  Linda  Meloy  M.D., 
Assistant  Professor  of  Pediatrics  at  the  Virginia  Commonwealth 
University: 

As  a  nation,  we  need  to  stop  treating  the  symptoms  of  our 
adolescent's  sexual  activity  and  turn  to  the  root  cause  of  the 
problem.  Drugs  can  eradicate  the  gonorrhea  discharge,  but 
cannot  heal  the  severed  relationships  and  developmental 
delay.  Premarital  sexual  activity  is  harmful  to  the  full  maturity 
of  the  teen  and  to  their  family  relationships.  Abstinence  and 
delayed  gratification  need  to  be  stressed  to  our  youth  to  aid 
them  in  achieving  their  ultimate  potential/ 


Barron,  S.L.,  "Sexual  Activity  in  Girls  Under  16  Years  of  Age,"  British  Journal 
of  Obstetrics  and  Gynecology.  August  1986,  p.  787. 

^Bennett,  William  J.,  former  Secretary  of  U.S.  Department  of  Education, 
"Children  and  Culture  in  Modern  America,"  Remarks  at  the  University  of  Notre  Dame, 
South  Bend,  Indiana,  October,  17,  1990. 

Meloy,  Linda,  M.D.,  Assistant  Professor  of  Pediatrics,  Children's  Medical 
Center,  Medical  College  of  Virginia,  Virginia  Commonwealth  University,  personal 
communication,  April,  1992. 
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The  federal  government  funds  abstinence-based  programs 
through  the  Adolescent  Family  Life  Program  (Title  XX)  of  the 
Public  Health  Service  Act: 

Title  XX  provides  demonstration  grants  for  developmental 
based  social  service  programs  that  encourage  adolescents  to 
delay  sexual  activity,  provide  services  to  pregnant  and 
parenting  teenagers,  and  promote  adoption  as  a  positive 
alternative  to  adolescent  parenting.5 

These  abstinence-based  programs  were  the  subject  of  a 
recommendation  by  the  National  Commission  on  Children,  a 
bipartisan  panel: 

We  recommend  expansion  of  the  Adolescent  Family  Life 
Program,  (Title  XX)  which  encourages  young  people  to 
abstain  from  early  sexual  activity  in  order  to  prevent 
pregnancy  and  sexually  transmitted  disease.  The  National 
Commission  on  Children  recommends  that  Congress 
appropriate  an  additional  $33  million  bringing  total  program 
funding  to  approximately  $40  million,  which  is  comparable  to 
the  level  of  funding  for  Title  X  family  planning  services  for 
teenagers.6 

We  heartily  endorse  the  recommendations  of  the  National 
Commission  on  Children.  We  have  reached  the  point  where  we 
either  go  with  the  solutions  proposed  by  the  Democrats  in  this 
report,  and  commit  huge  amounts  of  public  funds  to  deal  with 
the  consequences  of  teenage  sexual  activity  -  including  cancer  of 
the  cervix,  pelvic  inflammatory  disease,  syphilis,  gonorrhea, 
complications  of  pregnancy,  chlamydia,  illegitimacy,  abortion,  as 
well  as  death  from  AIDS  -  or  we  can  draw  the  line  and  fight  to 
recreate  our  culture.  We  need  to  send  a  loud  and  clear  message 
that  we  want  our  teenagers  to  abstain  from  practices  that 
endanger  their  health. 

The  best  way  to  guarantee  that  a  child  will  not  contract  a 
STD,  or  AIDS,  or  suffer  from  an  out-of-wedlock  pregnancy  is  to 


Beyond  Rhetoric  p.  237. 
'ibid.  p.  246. 
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strengthen  the  family.  To  do  less  is  to  court  failure. 

What  is  needed  is  not  simply  to  engage  in  "puritanical" 
preaching  about  the  evils  of  teenage  sexual  activity.  In  the  words 
of  William  Roper,  M.D.,  M.P.H.,  Director  of  the  Centers  for 
Disease  Control: 

We  need  to  be  sure  that  we  are  not  simply  engaging  in 
puritanical  preaching  but  are  striving  to  create  a  new  health- 
oriented  social  norm  that  allows  teens  to  feel  comfortable  in 
choosing  to  refrain  from  sex.7 

No  doubt  some  will  point  to  the  staggering  numbers  of 
teenagers  engaging  in  unhealthy  sexual  practices  as  evidence  of 
the  need  to  provide  condoms  and  abortions  on  demand.  But  a 
correct  interpretation  recognizes  the  following: 

It  is  quite  true  that  we  will  always  have  sexually  active 
teenagers,  and  consequently,  unintended  premarital  teenage 
pregnancies.  It  is  equally  true  that  we  will  always  have 
prostitutes,  drug  addicts,  alcoholics,  wife  abusers,  rapists,  tax 
evaders  and  thieves.  The  fact  that  some  individuals  will 
engage  in  unhealthy  behavior  should  not  discourage  society 
from  promoting  moral  conduct.5 

Make  no  mistake,  this  is  not  another  partisan  battle  over  the 
budget  for  spending  on  teenagers  or  AIDS.  It  is  a  cultural 
dilemma  which  demands  cultural  solutions.  The  problems  that 
stem  from  the  sexual  activity  of  13-year-olds  are  not  solely  health 
problems.  The  solutions  proposed  by  the  Democrats,  in  the 
Majority  Report,  are  largely  programmatic,  monetary  and  services- 
related;  these  are  the  main  features  of  their  "comprehensive" 
approach.  However,  let  us  be  clear.  Any  attempt  to  substitute 
a  program  for  a  family  or  a  service  for  values  is  doomed  to  fail. 


Roper,  William  L.,  M.D.,  M.P.H.,  Unking  Science,  Policy  and  Practice" 
Remarks  at  the  9th  Annual  Prevention  Conference,  Baltimore,  Maryland,  March  24, 
1992,  p.  5. 

g 

Larson,  Susan  S.,  Lyons,  John,  Ph.D.,  and  Anderson,  Rachel,  "Do  School-Based 
Clinics  Work?,"  Family  Policy.  A  publication  of  the  Family  Research  Council,  March 
1991,  p.  7. 
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The  Majority  Report  assumes  that  youths  will  inevitably 
engage  in  reckless  sexual  behavior  and  that  this  behavior  is  a 
normal  part  of  growing  up  in  today's  world.  Moreover,  it  takes 
the  position  that  the  best  we,  as  a  society,  can  do  is  to  continue 
to  do  more  of  the  same  -  fund  more  explicit  sex  education 
courses,  including  AIDS  prevention  education  aimed  at  younger 
children,  and  finance  more  "comprehensive"  school-based  health 
clinics  that  will  dispense  contraceptive  devices  to  teens.  This  is 
the  direction  we  have  been  going  and  it  has  not  worked.  This 
Republican  Dissent  will  review  the  scientific  literature  which 
demonstrates  this  point. 

FAMILY  PLANNING  SERVICES.  RATE  OF  TEEN 
ABORTIONS,  RATE  OF  TEEN  BIRTHS 

Over  $2  billion  has  been  spent  on  the  Title  X  family 
planning  program  since  its  inception  in  1971.  Yet  it  has  been 
documented  that  teenage  births  and  abortions  have  increased  at 
the  same  time  Title  X  funding  has  increased.9  In  fact,  those 
states  with  the  highest  expenditures  on  family  planning  and  with 
similar  sociodemographic  characteristics  demonstrated  the  largest 
increase  in  abortions  and  out-of-wedlock  births/0 
(See  figures  la,  lb) 


Yoest,  Charmaine  Grouse,  "The  Reauthorization  of  Title  X  of  the  Public  Health 
Service  Act,"  Testimony  before  the  Committee  on  Energy  and  Commerce 
Subcommittee  on  Health  and  the  Environment,  U.S.  House  of  Representatives, 
Washington,  D.C.,  March  19,  1991. 

^Testimony  cited  in  Peden  and  Glan,  eds.,  The  American  Family,  p.  356; 
Jacqueline  R.  Kusan,  Teenage  Pregnancy:  What  Comparisons  Among  States  and 
Counties  Show,  Stafford,  VA  :  American  Life  League,  1986,  as  cited  by  Bradley  P. 
Hayton,  Ph.D  at  Hearing  The  Risky  Business  of  Adolescence:  How  to  Help  Teens 
Stay  Safe"  Select  Committee  on  Children,  Youth,  and  Families.  U.S.  House  of 
Representatives,  Washington,  D.C.,  June  18,  1991,  p.  111. 
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TITLE  X  FAMILY  PLANNING  FUNDING,  OUT-OF-WEDLOCK 
BIRTHS,  &  ABORTIONS  for  TEENS,  AGED  15  to  19 


TITLE  X  AND  BIRTHS  TO  UNMARRIED  TEENAGERS  (figure  la) 

During  the  period  from  1 971  to  1988.  Title  X  received  funding  in  excess  of  $2.1  billion  dollars.  During 
this  same  period  the  number  or  births  to  unwed  teens  per  year  increased  by  61  percent.  This  increase 
in  the  number  o:  unwed  births  per  year  was  not  due  to  a  surge  in  the  female  teen  population:  the  number 
of  unmarried  IS  to  19  year  old  women  in  1988  was  only  1  percent  larger  than  in  197! .  The  increase  was 
the  consequence  of  a  51  percent  increase  in  the  birth  rate  of  IS  to  17  year  old  unmarried  teens  during 
the  period  and  a  66  percent  increase  in  the  birth  rate  of  those  18  to  19  year  old. 


Data  rrom  the  National  Longitudinal 
Survey  of  Youth  (1979-1985)  indicate 
that  within  a  year  of  giving  birth  as 
an  adolescent,  half  of  unmarried  teen 
mothers  had  started  receiving  AFDC. 
within  5  years  after  giving  birth 
nearly  four  out  of  five  who  started 
out  as  unmarried  teen  mothers 
required  public  assistance.  * 

In  1986  83  percent  of  teen  mothers 
receiving  AFDC  had  never  been 
married  to  the  father  of  their 
youngest  child.  The  poverty  rate  was 
81  percent  for  unmarried  teen 
mothers  living  with  their  children  .  ** 

(figure  lb) 


*  Congressional  Budget  Office.  Sources  of  Support  for  Adolescent  Mothers,  September  1990,  Tables  10  A  13. 
Congressional  Budget  Office.  Sources  of  Support  for  Adolescent  Mothers,  September  1990.  Table  17.  p.  64. 
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Researchers  appear  to  be  particularly  puzzled  by  the 
association  between  family  planning  and  teenage  sexual  activity: 

Instead  of  the  expected  reduction  in  teenage  pregnancies, 
greater  adolescent  involvement  in  family-planning  programs 
was  associated  with  significantly  higher  teenage  pregnancy 
rates.;i 

Joseph  Olsen,  and  Stan  Weed,  in  a  study  that  replicated 
their  earlier  work  found  that  greater  teenage  involvement  in 
family  planning  programs  was  correlated  significantly  with  higher 
pregnancies  and  higher  teenage  abortion  rates.72 
(See  figure  2a-2d) 


"Zelnik  and  Kantner,  1979  as  cited  in  "Effects  of  Family  Planning  Programs  for 
Teenagers  on  Adolescent  Birth  and  Pregnancy  Rates"  Olsen,  Joseph  A.,  and  Weed, 
Stan,  A.,  Family  Perspective,  Fall,  1986,  p.  153. 


i201sen,  Joseph  A.  and  Weed,  Stan  E.,  "Effects  of  Family  Planning  Programs  on 
Teenage  Pregnancy-Replication  and  Extension,"  Family  Perspectives,  r-all  1986,  pp. 
173,  175. 
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(figure  2a) 

BERTH  RATE  OF  UNMARRIED  TEENAGERS 

The  birthrate  of  unmarried  teenagers  has  increased  nearly  5.5  times  since  1940  with  half  of  the  increase 
occurring  since  1975.  Neither  the  availability  of  oral  contraceptives,  the  legalization  of  abortion,  the 
threat  of  AIDS  or  the  wholesale  teaching  of  sex  education  has  appreciably  slowed  its  growth.  Over  the 
last  50  years  the  unmarried  teen  birthrate  has  increased  at  an  average  rate  of  3.4  percent  a  year.  The 
only  significant  period  during  which  the  rate  stabilized  was  from  1956  to  1963;  even  the  5  year  period 
following  the  legalization  of  abortion  saw  an  average  growth  rate  of  nearly  2  percent  per  year. 


During  the  1980s  the  average  growth 
of  the  unwed  teen  birth  rate  was  4  4 
percent  per  year.  During  the  last  five 
years  growth  in  the  unwed  teen  birth 
rate  accelerated  to  a  6.1  percent 
annual  average  which  was  the 
highest  five-year  period  of  increase 
since  the  1946-51  period. 

The  birth  rate  for  unmarried  teens, 
both  for  15-17  and  18-19  year  of 
olds,  more  than  doubled  since  1966. 
In  the  last  four  years  alone  the  birth 
rate  of  unmarried  15  to  17  year  olds 
has  increased  by  28  percent  and  that 
of  18  and  19  year  olds  has  increased 
by  23  percent. 


(figure  2b) 
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Sourca:  National  Canter  tec  Haaati  Stsaattcs.  Vital  Statistics  oi  the  United  States,  annual  and 
Monthly  Vital  Statistics  Report,  Vol.  40,  No.  8. 


(figure  2c) 
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Sourcaa:  National  Canter  tor  Hearth  Statistics,    Vital  Statistics  of  the  United  States,  annual) 
Induced  Terminations  of  Pregnancy:  Reporting  States,  annual;  S.K.  Henah— i  at 
Teenage  Pregnancy  in  the  U.S.:  The  Scope  of  the  Problem  and  State  Responses 
 and  unpublished  date.  The  Alan  Guttnacher  Institute. 


86  87 


(figure  2d) 
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THE  MAJORITY  OF  TEENS  ARE  NOT  AT  RISK 

Clearly  not  all  children  are  at  equal  risk  of  contracting  the 
AIDS  virus  or  an  STD.  For  teens  who  have  not  had  sexual 
intercourse  at  all,  or  who  do  not  use  intravenous  drugs,  the  risk 
of  HTV  or  STD  infection  is  very  low/3 

The  majority  of  teens  are  not  engaging  in  behaviors  that  put 
them  at  risk,  according  to  the  National  Commission  on  Children: 

The  majority  of  young  people  emerge  from  adolescence 
healthy,  hopeful  and  able  to  meet  the  challenges  of  adult 
life...They  are  progressing  in  school,  they  are  not  sexually 
active,  they  do  not  commit  delinquent  acts,  and  they  do  not 
use  drugs  or  alcohol/* 

RISKY  SEXUAL  BEHAVIOR  IS  INCREASING 

Teens  who  engage  in  risky  sexual  behaviors  increase  their 
odds  of  infection. 

At  higher  risk  are  adolescents  who  do  one  or  more  of 
the  following: 

engage  in  sexual  intercourse  at  early  ages 
engage  in  male-to-male  sexual  relations 
have  several  sexual  partners 
do  not  use  condoms  during  sexual  intercourse 
use  drugs  that  can  be  administered  intravenously,  such 
as  cocaine,  amphetamines,  steroids,  and  heroin.75 

Tragically,  as  reported  in  the  Journal  of  Adolescent  Health 
(1991),  "the  rates  of  adverse  sexual  consequences  among  our 


* 
* 
* 
* 
* 


^Adolescent  Health-Volume  II:  Background  and  the  Effectiveness  of  Selected 
Prevention  and  Treatment  Services.  U.S.  Congress,  Office  of  Technology  Assessment, 
U.S.  Government  Printing  Office,  November  1991,  p.  271. 

•^Beyond  Rhetoric,  p.  219. 

i5Adolescent  Health-Volume  II.  p.  271. 
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teenagers  have  not  fallen  and  risky  sexual  behaviors  seem  to  be 
increasing. *16  Our  experience  with  the  strategies  currently  being 
used  lead  to  the  recent  admission  by  the  Centers  for  Disease 
Control  Division  of  STD-HIV  Prevention  (1991)  that  "our  ability 
to  bring  about  change  in  behavior  currently  appears  minimal."27 
See  figures  4a-4c  for  evidence  on  syphilis  and  gonorrhea. 

Premarital  intercourse  remained  stable  in  our  country 
essentially  from  1925  to  1965.18  During  that  time  period  the 
values  of  self-restraint  and  self-control  were  highly  regarded.  This 
shows  that  adolescents  are  capable  of  refraining  from 
inappropriate  sexual  activity  when  the  culture  supports  it 

The  birthrate  of  unmarried  teens  has  increased  substantially 
since  1940.  But  in  recent  years,  its  growth  has  accelerated. 
(See  figures  2a) 

TEENS  AND  AIDS:  AN  EMERGING  RISK  GROUP 

Recent  studies  are  documenting  that  some  adolescents  are 
behaving  in  ways  that  puts  them  at  risk  for  contracting  the  AIDS 
virus.  Although  the  prevalence  of  HIV  infection  among  teens  is 
unknown,  as  the  level  of  risk-taking  behavior  among  this  group 
becomes  identified  there  is  a  growing  concern  about  the  future 
rate  of  HIV  infection.  What  is  known  is  that  the  long  latency 
period  in  which  symptoms  are  not  manifest  may  mask  the  number 
of  individuals  who  contracted  the  virus  as  teenagers. 


i0Cates,  Willard,  Jr.,  MX).  ,  MJ»J1,  Teenagers  and  Sexual  Risk  Taking:  The 
Best  of  Times  and  the  Worst  of  Times,"  Journal  of  Adolescent  Health.  March  1991,  p. 
84. 

7  7 Aral,  Sevgi  O.,  PhJ),  "Sexual  Behavior  and  Risk  for  Sexually  Transmitted 
Infections;"  STD  Bulletin.  U.  S.  Public  Health  Service,  Centers  for  Disease  Control/ 
Division  of  STD-HIV  Prevention,  May  1991,  p.  9. 

;5Chilman,  C,  "Adolescent  Sexuality  in  a  Changing  American  Society:  Social  and 
Psychological  Perspectives,"  Washington,  D.C,  DHEW  Publication  No.  (NIH)  79-1426, 
1978  as  cited  in  Thomas  E.  Elkins,  MJ}.,  "On  the  Need  for  More  Careful 
Consideration  By  Gynecologists  of  Sex  Education  Programs  in  Public  Schools,"  A 
presentation  at  the  Senate  Republican  Caucus  on  Sex  Education,  Lansing,  Michigan, 
August  1989,  p.  2. 


144 


358 


There  exists  a  strong  association  between  an  active  sexually 
transmitted  disease  and  the  HIV  virus: 

The  epidemiologic  evidence  has  suggested  that  a  substantial 
proportion  of  adolescents  engage  in  high-risk  behavior 
associated  with  the  acquisition  and  transmission  of  STDs.  .  . 
As  recent  evidence  has  indicated  that  having  an  active  STD 
is  strongly  associated  with  an  increased  risk  of  HIV  infection, 
this  age  group  appears  to  be  at  considerable  risk.79 

There  is  little  data  assessing  adolescents'  knowledge  of  AIDS 
and  risk  of  HIV  infection.  These  findings  suggest  that  a  large 
number  of  teens  who  are  aware  that  sexual  activity  increases  the 
risk  of  contracting  AIDS  are  not  changing  their  behavior 
accordingly.20 

In  short,  the  research  on  AIDS  prevention  programs  targeted 
at  teens  shows  that  these  programs  must  be  comprehensive  in 
nature  i.e.,  carefully  examine  the  causes  of  the  behavior  including 
the  psychological,  social,  maturational  as  well  as  cultural 
determinants  of  the  behaviors  that  put  teens  at  risk  for  HIV.  This 
approach  goes  beyond  the  provisions  of  contraceptive  services 
which  is  the  primary  focus  of  current  intervention  efforts.27 


CHARACTERISTICS  OF  TEENS  WHO  ABSTAIN 

The  most  important  predictor  of  sexual  activity  is  the  stability 
of  the  family.22    Family  structure  is  an  important  factor  in 


DiClemente,  Ralph  J.,  The  Emergence  of  Adolescents  as  a  Risk  Group  for 
Human  Immunodeficiency  Virus  Infection,"  Journal  of  Adolescent  Research.  January 
1990,  p.  11. 

2<W 

21  Lyons,  John  F.,  Ph.D.,  "School-Based  Health  Clinics,"  Children's  Voice,  Winter 
1992,  p.  19. 

22 

Stiffman,  Arlene  R.,  Earls,  Felton,  Robins,  Lee  N.,  Jung,  Kenneth  G.,  and 
Kulbok,  Pamela,  "Adolescent  Sexual  Activity  and  Pregnancy:  Socioenvironmental 
Problems,  Physical  Health,  and  Mental  Health,"  Journal  of  Youth  and  Adolescence. 
October  1987. 
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learning  self-restraint.  The  data  indicate  that  the  environment  in 
which  a  child  grows  i.e.,  family,  school,  community  and  peers,  is 
an  important  predictor  in  the  onset  of  risky  behavior: 

The  protective  role  of  supportive  environments  during 
adolescence  must  be  acknowledged  and  may  be  critical  in 
developing  prevention  and  intervention  programs.  Family  and 
peer  factors  are  crucial,  with  parental  behavior  and  style  being 
important  correlates  of  onset  Increased  parental  involvement 
appears  to  prevent  the  onset  of  risk  behaviors  and  mitigates 
the  most  negative  outcomes  of  risk  behavior.25 

The  evidence  is  overwhelming  that  teenagers  who  say  "No" 
are  healthier  physically  as  well  as  mentally.  As  reported  in  the 
Journal  of  Youth  and  Adolescence,  "sexually  inactive  youths  have 
the  lowest  rates  of  mental  health  problems."2* 

Our  findings  here  indicate  that  a  truly  comprehensive 
approach  to  teens  and  AIDS  in  America  must  include  support  for 
teens  who  say  "No",  as  well  as  a  much  more  in-depth  research 
assessment  of  those  who  abstain.  There  is  much  to  learn  from 
this  approach. 

Clearly,  there  is  a  relationship  between  sexual  activity  and 
the  values  teens  hold.  Teens  who  hold  traditional  values  are 
more  likely  to  abstain  from  sexual  activity.  In  a  1990  study 
reported  in  Family  Planning  Perspectives: 

Bivariate  analysis  revealed  that  religious  attendance  and 
importance  of  belief  were  strongly  correlated  with  adolescent 
sexuality:  Those  who  attended  religious  services  frequently 
and  considered  religion  important  in  their  lives  also  had  more 
restrictive  attitudes  toward  premarital  sex  and  reported  less 
sexual  experience. 

Both  the  mothers*  attitudes  toward  premarital  sex  and  the 
teenagers'  religious  attendance  had  statistically  significant 


2JIrwin,  Charles  E.s  Jr.,  M.D.,  "The  Theoretical  Concept  of  Al-Risk  Adolescents, 
Adolescent  Medicine:  State  of  the  Art  Reviews,  February  1990,  p.  10. 

^Stiffman,  Arlene  R.,  et  at,  p.  507. 
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—effects  on  the  adolescents'  sexual  attitudes  and  behavior.25 

Findings  published  by  the  Department  of  Health  and  Human 
Services  in  1991  are  consistent  with  the  above  study: 

Women  aged  15  through  19  are  more  likely  to  be  sexually 
active  if  they  are  not  regular  church  attenders  and  if  they 
report  that  religion  is  not  very  important  to  them.26 

Discipline,  or  the  values  that  parents  transmit  to  their 
children  appear  to  modify  the  behavior  of  teens  when  it  comes 
to  sexual  activity: 

Adolescents  who  report  their  discipline  received  at  home  as 
"not  stria  at  all"  are  more  than  twice  as  likely  to  participate 
in  nonmarital  intercourse  than  adolescents  who  report  a 
moderate  amount  of  strictness  and  rules.27 


THE  STRONGEST  MOTIVATION  FOR  TEENAGE  SEXUAL 
ACTIVITY  IS  EMOTIONAL  NOT  PHYSICAL 

Recent  research,  reported  by  the  Journal  of  Adolescent 
Health  Care,  states  that: 

Teenagers  have  many  motivations  for  wanting  to  be  sexually 
active  ranging  from  psychosocial  needs  (acceptance,  love,  peer 
pressure)  to  simple  curiosity  and  experimentation.  Recent 
research  has  identified  the  need  to  achieve  maturity  and 
acceptance  through  parenthood  as  a  motivation  for  sexual 
activity  among  low-income  black  girls.  In  general,  however, 
the  strongest  motivation  for  adolescent  sexuality  is  the 
emotional  and  psychological  need  to  love  and  be  loved  ... 
Often,  the  physical  enjoyment  of  sex  is  not  an  important 


Remez,  L.,  "Adolescents'  Attitudes  Toward  Premarital  Sex  Affect  Religious 
Activity ,"  Family  Planning  Perspectives.  January/February  1990,  p.  42. 

Healthy  People  2000:  National  Health  Promotion  and  Disease  Prevention 
Objectives,  U.S.  Department  of  Health  and  Human  Services,  Public  Health  Service, 
1991,  p.  194. 

27ibid. 
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motivation,  particularly  among  young  adolescents. 

What  this  research  says  then  is  that  in  meeting  the  needs  of 
teenagers  we  will  miss  our  mark  if  we  respond  to  teenage  sexual 
activity  as  if  nothing  else  but  hormones  were  driving  this 
behavior. 

In  a  classic  work  by  Professor  Armand  Nicholi,  of  Harvard, 
writing  in  the  American  Journal  of  Psychiatry,  referring  to  the 
college  students  he  interviewed,  he  states: 

They  described  their  sexual  relationships  as  less  than 
satisfactory  and  as  contributing  little  to  providing  the 
emotional  closeness  they  desired.  They  expressed  a  profound 
loneliness  and  a  "sense  of  not  belonging."  Their  sexual 
behavior  by  and  large  appeared  to  be  a  desperate  attempt  to 
overcome  this  loneliness. 

This  finding  was  confirmed  in  the  Journal  of  the  Ohio  State 
Medical  Association: 

We  need  to  help  them  develop  a  sense  of  awareness,  to  show 
them  they  can  express  their  new  sexuality  in  ways  other  than 
becoming  sexually  active  -  to  let  them  know  they  are  allowed 
to  say  "No."30 

Teenagers  may  behave  in  a  manner  that  is  inconsistent  with 
their  own  beliefs.  In  a  recent  study  reported  in  the  American 
Journal  of  Preventive  Medicine: 

Based  on  results  from  self-administered  questionnaires  from 
3,500  juniors  and  seniors  at  four  inner-city  high  schools,  83% 
of  sexually  experienced  adolescents  said  that  the  best  age  to 


^O'Reilly,  Kevin  R.,  and  Aral,  Scvgi  O.,  "Adolescence  and  Sexual  Behavior, 
Trends  and  Implications  for  STD,"  Journal  of  Adolescent  Health  Care,  July  1985, 
p.  267-268. 

^Nicholi,  Armand       "A  New  Dimension  of  the  Youth  Culture,"  American 
Journal  of  Psychiatry.  April  1974,  p.  397. 

^Porter,  Susan,  "Sexuality  and  Pregnancy:  A  Change  in  Values,"  Ohio  Medicine, 
Journal  of  the  Ohio  State  Medical  Association.  March  1987,  p.  157. 
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initiate  intercourse  is  older  than  their  age  at  initiation,  and 
approximately  25%  of  both  sexes  who  have  had  intercourse 
said  they  believed  that  sex  before  marriage  is  wrong  5i 

One  interpretation  of  this  finding  clearly  is  that  to  resolve 
the  inconsistency  between  behavior  and  belief  structure  we  need 
to  send  teens  very  clear  messages  promoting  moral  conduct. 
Gary  Bauer,  president  of  the  Family  Research  Council,  expressed 
it  well: 

American  society  has  reached  the  point  at  which  it  must 
choose  between  two  fundamentally  opposed  solutions  to  the 
problem  of  adolescent  sex.  We  must  either  make  a  massive, 
and  open-ended,  commitment  of  public  resources  to  deal  with 
the  consequences  of  promiscuity  (including  illegitimacy, 
abortion,  venereal  diseases,  AIDS,  teen  suicide);  or  we  must 
explain  to  the  young,  for  their  own  good,  one  clear  standard 
of  conduct  which  tells  them  how  to  grow  up.52 

In  a  study  reported  in  Family  Planning  Perspectives  (1990), 
more  than  1,000  sexually  active  girls,  aged  16  and  younger,  were 
asked  what  topic  they  wanted  more  information  on  and  84% 
checked  the  item  "how  to  say  no  without  hurting  the  other 
person's  feelings."55 

Peer  pressure  is  a  consistent  finding  in  the  literature  as  to 
why  teens  are  engaging  in  reckless  behavior: 

Teenagers  report  that  social  pressure  is  the  chief  reason  why 
their  peers  do  not  wait  until  they  are  older  to  have  sexual 


Ji  Fielding,  Jonathan  E.,  M.D.,  M.P.H.,  and  Williams,  Carolyn  A.,  Ph.D,  RN 
"Adolescent  Pregnancy  in  the  United  States:  A  Review  and  Recommendations  for 
Clinicians  and  Research  Needs,"  American  Journal  of  Preventive  Medicine.  Vol.  7, 
Number  1,  1991,  p.  48. 

32 

Bauer,  Gary  L,.  The  Family:  Preserving  America's  Future.  A  Report  to  the 
President  from  the  White  House  Working  Group  on  the  Family.  December  1986, 
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intercourse.3* 

It  is  also  noted  in  Public  Health  Reports.  "We  know  that  the 
single  best  indicator  of  virginal  status  in  girls  is  peer 
experience."55 

What  these  studies  confirm  is  what  Bill  Bennett  has  been 
saying  for  some  time: 

Courses  should  stress  that  sex  is  not  simply  a  physical  or 
mechanical  act  We  should  explain  to  children  that  sex  is 
tied  to  the  deepest  recesses  of  the  personality.  We  should 
tell  the  truth;  we  should  describe  reality.  We  should  explain 
that  sex  involves  complicated  feelings  and  emotions.  Some 
of  these  are  ennobling,  and  some  of  them  -lei  us  be 
truthful-can  be  cheapening  of  one's  own  finer  impulses  and 
cheapening  to  others.56 

It  appears  then,  based  on  the  literature,  that  teens  are 
seeking  love  and  we  are  giving  them  biology  classes.  Teens  are 
seeking  guidance  about  whether  to  engage  in  sexual 
experimentation  and  we  are  merely  listing  options  for  them. 
Teens  are  seeking  to  belong,  to  be  given  a  sense  of  community 
with  shared  values,  and  we  are  giving  them  a  hall  pass  to  see  the 
school  nurse. 

RISK  TAKING  BEHAVIORS  ARE  INTERRELATED 


Adolescence  is  a  developmental  stage  characterized  by  rapid 
physical  and  psychosocial  growth.  It  is  a  time  when  many  teens 
are  prone  to  reckless  behavior: 


^Healthy  People  2000.  p.  193. 


55Macdonald,  Donald  L,  M.D.  "An  Approach  to  the  Problem  of  Teenage 
Pregnancy,"  Public  Health  Reports.  July-August  1987,  pp.  377-385. 

56Bennett,  William,  J.,  former  Secretary  of  U.S.  Department  of  Education,  "Sex 
and  the  Education  of  our  Children"  Remarks  at  the  National  School  Boards 
Association,  Washington,  D.C,  January  1987,  p.  10. 
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Adolescence  is  characterized  by  rapid  physical  and 
psychosocial  development.  It  is  also  a  time  when  many 
teenagers  engage  in  a  wide  variety  of  risk-taking  behaviors. 
Cigarette  smoking,  bizarre  eating  behaviors,  and  alcohol  and 
other  substance  abuse,  often  coupled  with  irrational  motor 
vehicle  use,  are  examples  of  impulsive  risks  taken  by 
teenagers  in  their  attempt  to  act  as  adults.  The  early  reckless 
sexual  activity  in  which  many  teenagers  engage  is  another 
example  of  such  risk  taking.  All  these  behaviors  are  usually 
regarded  as  problems  by  parents,  educators,  and  health  care 
providers,  and  they  become  sources  of  conflict  in  relating  to 
teenagers.57 

There  are  considerable  data  to  support  the  concept  that 
early  sexual  activity  is  associated  with  other  health-endangering 
behavior  like  smoking  and  drug  use: 

Sex  is  only  one  of  many  risks  that  adolescents  take.  As  with 
sexual  experience,  the  proportion  of  teenagers  who  smoke, 
use  alcohol,  or  use  drugs  increases  with  age.  Much  of  this 
risk-taking  r  behavior  may  have  its  origins  in  the  family 
structure  or  in  peer  group  pressure  and  the  adolescent's 
desire  to  be  accepted.  For  example,  teens  are  more  likely  to 
smoke  in  the  company  of  other  teens  than  they  are  to  smoke 
alone  or  in  the  company  of  others  who  are  not  teens.  Teens 
who  engage  in  one  risk-taking  behavior  are  also  likely  to 
engage  in  other  risk-taking  behaviors  as  well:  girls  who  begin 
intercourse  at  an  early  age  are  more  likely  to  smoke  than 
girls  who  begin  intercourse  later.55 

Girls  who  are  particularly  vulnerable  to  alcohol  or  marijuana 
use  are  also  likely  to  engage  in  early  sexual  activity: 

Our  data  support  the  concept  that  sexual  activity  is  a 
significant  associate  of  other  health-endangering  behaviors 
and  that  with  increasing  age,  coitus  is  increasingly  linked  with 
alcohol  or  marijuana  experience.   The  link  is  stronger  for 


570*Reilly,  p.  262. 
5*ibid.  pp.  267-268. 
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girls.59 

As  a  society,  we  do  not  accept  the  inevitability  of  substance 
abuse.  We  are  resolute  in  our  stance  against  it  and  our  message 
is  beginning  to  take  hold.  Yet,  when  it  comes  to  teen  sexual 
activity,  the  message  crumbles,  our  resolve  disintegrates: 

Regarding  drugs,  we  are  now  sending  an  absolute  message 
of  "no"  to  our  children.  On  sex,  we/re  still  stuck  in  the  '60s, 
trying  to  make  the  best  of  unacceptable  conduct.  But  if  these 
two  patterns  of  behavior  are  intimately  related,  if,  indeed, 
they  are  two  parallel  expressions  of  the  same  ethical  vacuum 
among  many  teens,  we  cannot  address  them  in  conflicting 
ways.  We  cannot  hope  to  fill  half  a  vacuum.  Either  we  give 
young  people  a  coherent,  integrated  approach  to  the 
temptations  of  modern  life;  or  else  they  will  apply  the  least 
common  ethical  denominator  to  all  the  moral  questions  that 
confront  them.40 

The  argument  that  "everybody  is  doing  it"  is  not  the  position 
we  as  a  culture  hold  when  the  issue  is  drugs,  alcohol,  or  violence. 
The  campaigns  to  reduce  substance  abuse  or  violence  send  clear 
and  direct  messages.  So  when  experts  urge  that  we  should  not 
muddle  the  message  about  sexual  activity  we  should  heed  the  call: 

We  need  to  impress  upon  our  children  that  they  should 
simply  say  no  to  early  sexual  activity  the  same  way  that  we 
want  them  to  say  no  to  drugs  and  alcohol/1 

EARLY  SEXUAL  ACTIVITY:  MULTIPLE  PARTNERS 

Early  sexual  activity  with  its  risk  of  multiple  lifetime  partners 
has  been  described  as  the  most  important  health  risk  factor  for 


Orr,  Donald  P.,  Better,  Mary,  and  Ingersoll,  Gary,  "Premature  Sexual  Activity 
as  an  Indicator  of  Psychosocial  Risk,"  Pediatrics.  February  1991,  p.  145. 

^Bauer,  p.  26. 
41 

Weatherley,  Richard  A.,  "What  to  do  About  Teen  Pregnancy?",  Review  Essays, 
Journal  of  Health  Politics.  Policy  and  Law.  Spring  1990,  p.  217. 
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young  women  in  America/2    As  the  following  figures  clearly 
demonstrate,  the  number  of  teens  who  are  sexually  experienced 
has  increased  significantly  between  1970  and  1988. 
(See  figures  3a  and  3b) 




42Elkins,  Thomas  E.,  M.D.,  McNeeley,  S.G.,  Tabb,  Thomas,  "A  New  Era  in 
Contraceptive  Counseling  for  Early  Adolescents,"  Journal  of  Adolescent  Health  Care. 
November  1986. 
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(figure  3a) 


SEXUAL  EXPERIENCE  OF 
TEENAGERS 

"The  initiation  of  sexual  intercourse 
early  in  life  is  associated  with  an 
increased  number  of  sex  partners  and 
a  greater  risk  for  sexually  transmitted 
diseases  (STDs)."*  The  proportion 
of  black  teens  reporting  having  had 
premarital  sexual  intercourse 
increased  about  one-fourth  between 
1970  and  1980,  but  during  the  1980s 
their  proportion  appears  to  have 
stabilized.  On  the  other  hand  the 
proportion  of  white  teens  having 
premarital  intercourse  almost  doubled 
between  1970  and  1988  despite  only 
modest  growth  in  th  1980-85  period. 


Among  all  unmarried  teens  both  the 
proportion  and  the  number  of 
sexually  experienced  teens  more  than 
doubled  during  the  period  from  1970 
to  1988.  The  large  increase  in  the 
proportion  of  sexually  experienced 
unmarried  teens  more  than  offset  the 
slow  decline  in  the  total  number  of 
unmarried  teens  that  began  after 
1978.  The  same  result  occurred  with 
the  rise  in  the  proportion  of  sexually 
active  teens;  a  large  marjority  of 
those  teens  who  who  reported  that 
they  were  sexualiy  experienced  also 
reported  that  they  had  been  sexually 
active  within  the  last  3  months  prior 
to  time  at  which  the  survey  was 
conducted. 


[UNMARRIED  15  TO  19YEAR  OLD  WOMEN) 


vol  »  Ntt  z  \*n 


(fioure  3b) 


*  Centers  for  Disease  Control,  "Premarital  Sexual  Experience  Among  Adolescent  Women  —  United  States.  1970- 
1988,'  Morbidity  and  Mortality  Weekly  Report,  January  4,  1991,  Vol.  39,  Nos.  51  &  52,  p.  929. 
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In  an  article,  published  in  the  British  Journal  of  Cancer 
(1980),  the  relationship  between  the  number  of  lifetime  partners 
and  cancer  is  made  explicit: 

When  a  person  has  three  or  more  sexual  partners  in  a 
lifetime,  they  have  14-16  times  the  rate  of  developing  cancer 
as  does  someone  with  only  one  sexual  partner  in  a  lifetime/5 

EARLY  SEXUAL  ACTIVITY  AND  THE  RISK  OF  CANCER  IN 
GIRLS 

Data  recently  published  in  Pediatrics  suggest  that  more 
American  teenagers  are  sexually  experienced  at  earlier  ages  than 
only  a  decade  ago.44 

The  British  Journal  of  Obstetrics  and  Gynecology  notes  that 
early  sexual  activity  can  lead  to  lifelong,  serious,  adverse  health 
consequences  such  as  cancer: 

The  risk  of  developing  carcinoma  of  the  cervix  was  doubled 
in  women  who  began  sexual  activity  before  the  age  of  17  and 
a  large  survey  found  that  1.9%  of  the  girls  aged  between  15 
and  19  years  had  abnormal  cervical  cytology.  Discouraging 
sexual  activity  before  the  age  of  consent  seems  to  have  a 
medical  as  well  as  a  moral  basis/5 

This  concern  about  cervical  cancer  is  confirmed  by  Dr. 
Thomas  Elkins  at  the  University  of  Michigan: 

One  of  the  most  disturbing  findings  now  becoming  obvious 
as  a  result  of  the  sexual  revolution  is  the  incidence  of  cervical 


Harris,  R.W.C.,  et  al,  "Characterrtics  of  Women  with  Dysplasia  or  Carcinoma 
in  Situ  of  the  Cervic  Uteri,"  British  Journal  of  Cancer.  1980;  42:359-369  as  cited  by 
Thomas  E.  Elkins,  M.D.,  "On  the  Need  for  More  Careful  Consideration  By 
Gynecologists  of  Sex  Education  Programs  in  Public  Schools"  A  presentation  at  the 
Senate  Republican  Caucus  on  Sex  Education,  Lansing,  Michigan,  August  1989,  p.  7. 

^Orr,  Donald  P.,  et  al.,  o.  IA'_ 
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dysplasia  and  cervical  cancer  in  our  society.46 

EARLY  SEXUAL  ACTIVITY:  AND  THE  RISK  OF 
COMPLICATIONS  IN  PREGNANCY 

The  New  England  Journal  of  Medicine  (1986)  reports  a  study 
that  notes  the  relationship  between  chlamydia  and  complications 
in  pregnancy: 

In  the  past  2-3  years  there  has  even  been  a  noted  relationship 
between  the  presence  of  chlamydia,  another  sexually 
transmitted  disease  of  the  70*s  and  80's,  of  the  cervix  and  the 
onset  of  premature  labor,  premature  ruptured  membranes, 
premature  delivery  and  an  increased  cost  of  neo-natal 
intensive  care  unit  availability  for  these  prematurely  delivered 
infants/7 

These  findings  are  consistent  with  other  empirical  research: 

The  age  at  which  women  in  the  United  States  began  coitus 
declined  through  the  1970s,  while  the  rates  of  gonorrhea  and 
syphilis  were  increasing,  especially  in  adolescents.  The 
consequences  of  STDs  are  especially  unfortunate  for  young 
nulliparous  women  when  they  are  rendered  infertile  by  salpingitis 
or  ectopic  pregnancy.*5 

At  least  one-quarter  of  women  with  acute  PID  experience  one 
or  more  serious  long-term  sequelae.  The  most  common  and 
most  important  are  involuntary  infertility  and  ectopic 


^Elkins,  Thomas  E.,  M.D.,  "On  the  Need  for  More  Careful  Consideration  By 
Gynecologists  of  Sex  Education  Programs  in  Public  Schools,"  A  presentation  at  the 
Senate  Republican  Caucus  on  Sex  Education,  Lansing,  Michigan,  August,  1989  p.  6. 

*7Schachter,  J.,  Sweet,  R.L.,  Grossman,  M.,  et  al,  "Experience  With  the  Routine 
Use  of  Erythromycin  for  Chlamydial  Infections  in  Pregnancy,  "  New  England  Journal 
of  Medicine.  1986;  314:276-279  as  cited  by  Thomas  E.  Elkins,  M.D.,  "On  the  Need  for 
More  Careful  Consideration  By  Gynecologists  of  Sex  Education  Programs  in  Public 
Schools,"  A  presentation  at  the  Senate  Republican  Caucus  on  Sex  Education,  Lansing, 
Michigan,  August,  1989,  p.  8. 

^Bell,  Thomas  A.,  and  Holmes,  King  K.,  "Age-specific  Risks  of  Syphilis, 
Gonorrhea,  and  Hospitalized  Pelvic  Inflammatory  Disease  in  Sexually  Experienced  U.S. 
Women."  Sexually  Transmitted  Diseases.  October-December  1984,  p.  291. 
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pregnancy. 

EARLY  SEXUAL  ACTIVITY;  AND  THE  RISK  OF  SEXUALLY 
TRANSMITTED  DISEASES 

STDs  which  primarily  threaten  the  health  of  adolescents  and 
young  adults  have  increased  to  over  12  million  cases. 
(See  figures  4a-4c) 


Washington,  A.  Eugene,  Sweet,  Richard  L.,  and  Shafer,  Mary-Ann  B.,  "Pelvic 
Inflammatory  Disease  and  Its  Sequelae  in  Adolescents,"  Journal  of  Adolescent  Health 
Care.  July  1985,  p.  307. 
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SEXUALLY  TRANSMITTED  DISEASES 

STDs  which  primarily  threaten  the  health  of 
adolescents  and  young  adults  have  increased  to 
over  12  million  cases: 

1 .4  million  cases  of  gonorrhea 
130,000  cases  of  syphilis 
4  million  cases  of  chlamydia 
500,000  cases  of  human  papillomavirus 
200,000-500,000  cases  of  genital  herpes 
3  million  cases  of  trichomoniasis 
270,000-300,000  cases  of  hepatitis  B  * 


(figure  4a) 


CASES  OF  EARLY  SYPHILIS 

>  STATES,  1 


(figure  4b) 


(figure  4c) 


*   Center*  for  Disease  Control,  1990  Divion  qfSTD/HIV  Prevent  Annual  Report,  p.  5. 
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Sexually  active  teenage  girls  appear  to  be  especially 
vulnerable  to  the  risk  of  pelvic  inflammatory  disease  (PID).  It 
has  been  noted  that  the  rates  of  PID  are  higher  among  sexually 
active  teens: 

Westrom  and  Mardh  found  that  the  risk  of  PID  (pelvic 
inflammatory  disease)  declined  with  age  and  that  the  risk  of 
PID  in  sexually  active  15-year-olds  was  ten  times  that  in 
sexually  active  25-year-olds.  0 

The  effect  of  PID  threatens  a  teenage  girl's  future  ability  to 
bear  children: 

Adolescents  are  at  greater  risk  for  developing  PID  than  any 
other  age  group  of  women.  An  episode  of  PID  can  have  a 
major  effect  on  the  sexual  and  reproductive  health  of  a  young 
woman  by  subjecting  her  to  chronic  pelvic  disorders  and 
threatening  her  future  fertility  capability .51 

The  behavior  of  too  many  teenagers  is  clearly  self- 
destructive.  According  to  the  American  Medical  Association: 

Two  and  a  half  million  adolescents  have  a  sexually 
transmitted  disease.  More  than  600  adolescents  have  AIDS 
and  thousands  are  infected  with  HIV.  Each  year  1  million 
adolescents  get  pregnant  (an  average  of  3,000  a  day).  Of  these 
477,000  give  birth,  more  than  400,000  have  abortions,  and 
approximately  137,000  have  miscarriages.52 

Given  the  evidence,  we  simply  cannot  compromise  with  this 
behavior  of  teenagers  that  is  so  clearly  self-destructive.  The 
medical  evidence  is  oveiwhelming  that  discouraging  early  sexual 
activity  i.e.,  encouraging  abstinence,  has  a  scientific  basis  as  well 


JUBell,  p.  291. 

■^Washington,  A.  Eugene,  et  al.,  p.  308. 

52Gahns,  Janet  E.,  Ph.D.,  McManus,  Margaret  A.,  M.H.S.,  and  Newacheck,  Paul 
W.,  P.H.,  "Adolescent  Health  Care:  Use,  Cost,  and  Problems  of  Access,"  Profiles  of 
Adolescent  Health  Series.  Vol.  2,  American  Medical  Association,  1991,  p.  19. 
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as  a  moral  basis: 

It  looks  as  if  early  sexual  activity  is  going  to  join  smoking, 
drinking  alcohol,  the  taking  of  drugs  and  eating  too  much 
animal  fat,  in  the  list  of  things  that  can  damage  health.55 

THE  EFFECTIVENESS  OF  SEX  EDUCATION  COURSES 

In  a  study  published  in  Family  Planning  Perspectives,  it  was 
noted  that  "the  existing  data  do  not  yet  constitute  consistent, 
compelling  evidence  that  sex  education  programs  are  effective  in 
increasing  teenage  contraceptive  use  and  reducing  adolescent 
pregnancy."54 

The  research  overall  demonstrates  that  while  most  sex 
education  courses  increase  knowledge,  the  impact  on  behavior  is 
insignificant.  In  a  1984  evaluation  of  14  promising  sex  education 
programs,  many  of  which  provided  STD  information,  Douglas 
Kirby,  Ph.D.  concluded  that  most  of  the  programs  had  little 
impact  on  the  number  of  times  adolescents  reported  sexual 
activity  or  on  teens  use  of  birth  control.55 

James  Stout,  M.D.  and  Frederick  Rivara,  M.D.,  M.P.H.  on 
the  basis  of  a  review  of  five  studies,  evaluated  the  effect  of  junior 
and  senior  high  school-based  sex  education  programs,  and 
confirmed  Kirby's  findings  that  "there  is  little  or  no  effect  from 
school-based  sex  education  on  sexual  activity,  contraception,  or 
teenage  pregnancy."56 

Furthermore,  they  note,  based  on  their  research,  that: 


Barron,  p.  792. 

5<*Dawson,  Deborah  Anne,  The  Effects  of  Sex  Education  on  Adolescent 
Behavior,"  Family  Planning  Perspectives,  July/August  1986,  p.  163. 

55Kirby,  Douglas,  Ph.D.,  "Sexuality  Education:  A  More  Realistic  View  of  its 
Effects,"  Journal  of  School  Health.  December  1985,  p.  421. 

56Stout,  James  W.,  M.D.  and  Rivara,  Frederick  P.,  M.D.,  M.P.H.,  "Schools  and 
Sex  Education:  Does  It  Work?,"  Pediatrics,  March  1989,  p.  375. 
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The  expectations  of  altered  adolescent  sexual  activity, 
contraceptive  behavior,  and  pregnancy  are  unlikely  to  be 
fulfilled  by  these  programs,  and  we  suggest  that  the  effort  to 
fight  for  sex  education  on  these  terms  is  not  justified  unless 
an  effect  is  shown  in  further  studies.57 

Clearly,  if  sex  education  were  to  result  in  responsible  sexual 
behavior  and  reduce  the  tragic  health  consequences  including 
contracting  the  AIDS  virus,  then  little  controversy  would  exist. 
But  this  is  simply  not  the  case.  There  is  no  evidence  that  teens 
who  obtain  information  will  change  their  behavior  in  any  way. 

Even  when  the  information  concerns  the  AIDS  virus, 
education  has  not  proved  sufficient  to  change  behavior. 
"HIV/AIDS  instruction  is  not  associated  with  less  risky  sexual 
behavior,"  writes  Anderson  et  al.  in  Family  Planning 
Perspectives5^ 

Very  little  is  actually  known  about  the  education  programs 
that  focus  on  AIDS  and  STD  prevention  because  they  have  not 
been  systematically  evaluated.  However,  what  is  known  is  that 
very  few  of  these  programs  target  families  and  yet  we  know  that 
family  involvement  is  a  key  variable  in  promoting  teenage 
behavior  change. 

Too  often  parents  are  not  part  of  the  process.  The  National 
Commission  on  Children  recommends  that: 

parents  be  more  vigilant  and  aggressive  guardians  of  their 
children's  moral  development,  monitoring  the  values  to  which 
their  children  are  exposed,  discussing  conflicting  messages 
with  their  children,  and  if  necessary  limiting  or  precluding 
their   children's   exposure   to   images   parents  consider 


57ibid.  p.  378. 
58 

Anderson,  John  E.,  Kann,  Laura,  Holtzman,  Deborah,  Arday,  Susan,  Truman, 
Ben,  and  Kolbe,  Lloyd,  "HIV/AIDS  Knowledge  and  Sexual  Behavior  Among  High 
School  Students,"  Family  Planning  Perspectives.  November/December  1990,  p.  254. 
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offensive. 

Experts  argue  that  too  often  the  wrong  message  is  delivered 
in  sex  education  classes.  Data  are  provided  and  guidance  is 
ignored: 

As  currently  practiced  in  this  country,  sex  education 
curriculums  convey  the  wrong  message  and  are  targeted  to  the 
wrong  audience.  In  emphasizing  the  provision  of  data  to 
youth,  we  ignore  the  fact  that  parental  guidance  and  direction 
are  more  often  helpful  than  data  and  options.67 

RECOGNIZING  THE  PROBLEM  AND  MISSING  THE 
SOLUTION:  CONDOM  DISTRIBUTION  PROGRAMS 

The  centerpiece  of  a  "comprehensive''  school-based  health 
clinic  is  contraceptive  hand-outs,  most  notably  the  condom. 
Research  has  shown  this  to  be  ineffective. 

The  Office  of  Technology  Assessment  (OTA)  found 
adolescents'  knowledge  regarding  effectiveness  of  condoms  in 
preventing  the  transmission  of  AIDS  to  be  substantial. 
Nevertheless,  it  did  not  affect  their  behavior.  Even  when 
condoms  are  free  and  accessible,  there  is  no  apparent  impact  in 
terms  of  behavior  change  i.e.,  use: 

Despite  their  high  level  of  knowledge  about  the  efficacy  of 
condoms  in  preventing  the  spread  of  HIV,  adolescents 
continue  to  be  inconsistent  condom  users: 

One  recent  study  of  16-  to  17-year-old  males  found  that  the 
offer  of  free  condoms  had  no  apparent  impact  in  terms  of 
changing  the  adolescents  attitudes  related  to  sexual  behavior 
or  the  use  of  condoms.62 

Susan  Kegeles,  Ph.D.,  et  al,  writing  in  the  American  Journal 


^Beyond  Rhetoric,  p.  361. 
6iMacdonald,  p.  377. 

62 Adolescent  Health-Volume  II  p.  289-290, 
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of  Public  Health,  underscores  this  point: 

Although  perceptions  that  condoms  prevent  sexually 
transmitted  diseases  and  the  value  and  importance  placed  on 
avoiding  STDs  remained  high,  these  were  neither  reflected  in 
increased  intentions  to  use  condoms  nor  in  increased  use.63 

There  are  many  who  question  the  advocacy  of  condom  use 
for  two  reasons:  1)  condoms  do  not  change  the  behavior  which 
puts  teens  at  risk;  and  2)  condom  use  permits  the  same 
inappropriate  behavior  at  a  different  rate  of  risk.  Thus,  the  goal 
of  condom  advocacy  is  risk  reduction.6*  Because  of  the  life- 
threatening  nature  of  the  HIV  virus,  the  risk  of  transmitting  this 
virus  must  be  eliminated.  It  has  been  shown  that  condom  use 
does  not  eliminate  the  risk: 

Furthermore,  it  has  recently  been  shown  that  condoms  failed 
to  prevent  HIV  transmission  in  3  of  18  couples,  suggesting 
that  the  rate  of  condom  failure  with  HIV  may  be  as  high  as 
17  percent.*5 

Too  often  the  statistics  cited  on  condom  effectiveness  assume 
ideal  conditions  and  mature  partners  in  the  calculations.  The 
failure  rate  of  condoms  when  used  by  teenagers  is  higher  than  in 
the  general  population: 

Though  condoms  have  an  overall  10  percent  failure  rate  when 
used  for  contraception,  it  is  almost  twice  as  high  for  young 


JKegeles,  Susan  M.,  Ph.D.,  Adlcr,  Nancy  E.,  Ph.D.,  and  Irwin,  Charles  E.,  Jr., 
M.D.,  "Sexually  Active  Adolescents  and  Condoms:  Changes  Over  One  Year  in 
Knowledge,  Attitudes,  and  Use,  American  Journal  of  Public  Health.  April  1988,  p.  460. 

^Smith,  Richard  W.,  The  Condom:  Is  It  Really  Safe  Sex?.  October  1990,  p.  23. 


Goedert,  James  J.,  M.D.  "What  Is  Safe  Sex?  Suggested  Standards  Linked  to 
Testing  for  Human  Immunodeficiency  Virus,"  The  New  England  Journal  of  Medicine. 
May  21,  1987,  p.  1340. 
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people.60 

"The  point  is,"  states  Dr.  Theresa  Crenshaw,  immediate  past 
president  of  the  American  Association  of  Sex  Educators, 
Counselors  and  Therapists,  and  member  of  the  Presidential  AIDS 
Commission,  "putting  a  mere  balloon  between  a  healthy  body  and 
a  deadly  disease  is  not  safe".67  Dr.  Crenshaw  also  warns: 

If  the  wrong  information  is  given,  the  effort  will  fail.  It  will 
cause  death  rather  than  prevent  it..Saying  that  use  of 
condoms  is  'safe  sex'  is  in  fact  playing  Russian  roulette.  A  lot 
of  people  will  die  in  this  dangerous  game.69 

The  argument  questioning  the  excessive  reliance  on  condoms 
to  modify  the  inappropriate  sexual  activity  of  teens  was  summed 
up  best  by  Dr.  Malcom  Potts,  one  of  the  inventors  of  condoms 
lubricated  with  spermicides  and  president  of  Family  Health 
International: 

Telling  a  person  who  engages  in  high-risk  behavior  to  use  a 
condom  "is  like  telling  someone  who  is  driving  drunk  to  use 
a  seat  belt."69 

Testimony  before  the  Select  Committee  on  Children,  Youth, 
and  Families  by  Bradley  Hayton,  Ph.D.,  lends  support  to  the 
position  that  the  promotion  of  condoms  accommodates  a  risky 
way  of  life: 

  / 

**Grady,  William,  Hayward,  Mark  and  Yagi,  Junichi,  "Contraceptive  Failure  in 
the  United  States:  Estimates  from  the  1982  National  survey  of  Family  Growth," 
Population  Reports.  September-October,  1986  pp.  121-122. 

67Crenshaw,  Theresa,  Testimony  at  Hearing  "AIDS  and  Teenagers:  Emerging 
Issues,"  Select  Committee  on  Children,  Youth,  and  Families,  U.S.  House  of 
Representatives,  Washington,  D.C.  June  18,  1987,  p.  198. 

^Crenshaw,  Theresa,  "Condom  Advertising,"  Testimony  before  the  House 
Subcommittee  on  Health  and  the  Environment  as  cited  by  Bradley  P.  Hayton,  Ph.D., 
at  Hearing  "The  Risky  Business  of  Adolescence:  How  to  Help  Teens  Stay  Safe"  Select 
Committee  on  Children,  Youth,  and  Families,  U.S.  House  of  Representatives, 
Washington,  D.C,  June  18,  1991,  p.  116. 

^"WUl  'Safe  Sex'  Education  Effectively  Combat  Aids?,"  An  informal  paper  by 
the  Department  of  Education  Staff,  January  22,  1987,  p.  16. 
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In  sum,  sex  education  programs  that  promote  the  use  of 
condoms  increase  teenage  pregnancy  rates,  abortion  rates, 
rates  of  premarital  sex,  sexually  transmitted  diseases,  and 
lowers  grades  and  academic  aspirations.70 

Several  studies  raise  serious  questions  about  the  effectiveness 
of  condoms  in  preventing  the  transmission  of  the  HIV  virus.  In 
fact,  it  has  been  observed  that  "condom  education  that  increases 
teen  promiscuity,  coupled  with  the  high  failure  rate  of  condoms, 
makes  teens  more  likely  to  contract  the  deadly  HTV  virus."77 

In  one  study,  the  condom  rupture  rate  was  5%,  leading  the 
researchers  to  conclude  that  "truly  safe  sex  with  an  HIV-positive 
partner  using  condoms  is  a  dangerous  illusion."72 

The  spread  of  the  HTV  virus  in  couples  who  exclusively  used 
condoms  documented  by  Fischl  and  her  colleagues  found  "a  17% 
seroconversion  rate  over  a  12-18  month  period."75 

Testimony  before  the  Select  Committee  on  Children,  Youth, 
and  Families  referring  to  the  work  of  Dr.  Thomas  Elkins,  chief 
of  gynecology  at  the  University  of  Michigan,  noted  that  "5  to 
30%  of  nonlatex  condoms  leaked  water  molecules,  which  are 
larger  than  herpes,  HIV  or  wart  viruses."74 


'^Hayton,  Bradley  P.,  Ph.D.  The  Failures  of  Condom-Based  Sex  Education," 
Testimony  at  Hearing  The  Risky  Business  of  Adolescence:  How  to  Help  Teens  Stay 
Safe,"  Select  Committee  on  Children,  Youth,  and  Families,  U.  S.  House  of 
Representatives,  Washington,  D.C,  June  18,  1991,  p.  110. 
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72ibid. 

7Jibid. 
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Meloy,  Linda,  M.D.,  Testimony  at  Hearing  The  Risky  Business  of 
Adolescence:  How  to  Help  Teens  Stay  Safe,"  Select  Committee  on  Children,  Youth, 
and  Families,  U.S.  House  of  Representatives,  Washington,  D.C,  June  17,  1991,  p.  46. 
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A  study  on  the  effectiveness  of  using  condoms  to  halt  the 
spread  of  the  HIV  virus  was  discontinued  "because  participants 
were  placed  at  too  great  a  risk  of  contracting  the  virus".75 

Condom  distribution  programs  promote  the  misguided  belief 
that  no  adverse  health  consequences  will  occur  if  condoms  are 
used.  It  is  on  this  point  that  condom  distribution  programs  fail. 
Programs  such  as  this  fail  to  build  on  the  strengths  of  young 
people  and  fail  to  respond  to  what  is  motivating  these  teens  to 
engage  in  such  risky  behavior. 

Our  goal,  as  a  society,  must  be  to  promote  healthy  behavior 
among  our  young  people.  To  argue  against  condom  distribution 
programs  is  not  simply  moral  preaching,  but  an  attempt  to  lessen 
the  number  of  young  people  who  will  become  infected  and  die  as 
a  result  of  the  HIV  virus.  According  to  Thomas  Elkins,  M.D. 
"safe  sex  for  the  adolescent  is  called  abstinence  in  today's 
world."76 

SCHOOL  -  BASED  HEALTH  CLINICS: 

PART  OF  THE  PROBLEM  OR  THE  SOLUTION? 

In  testimony  before  the  Select  Committee  on  Children, 
Youth  and  Families,  John  Lyons,  Ph.D.,  Associate  Professor  at 
Northwestern  University  Medical  School,  presented  his  findings 
based  on  a  systematic  analysis  of  the  existing  scientific  literature 
on  school-based  health  clinics  from  1976  to  1990.  His  findings  are 
consistent  with  the  findings  of  Stout  and  Rivera  (1989).  Dr. 
Lyons  summarized  the  results  on  sexual  activity  by  saying,  There 
is  little  evidence  that  clinics  reduce  or  delay  sexual  activity."77  On 
birth  rates  he  declared: 

There  is  little  consistent  evidence  that  school-based  health 


/JHayton,  p.  115. 

76Elkins,  "Sex  Education  Programs  in  Public  Schools,"  p.  10. 

^Lyons,  John  F.,  Ph.D.,  Testimony  at  Hearing  The  Risky  Business  of 
Adolescence:  How  to  Help  Teens  Stay  Safe,"  Select  Committee  on  Children,  Youth, 
and  Families,  U.S.  House  of  Representatives,  Washington,  D.C.,  June  18,  1991,  p.  90. 
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clinics  do  reduce  birth  rates.  The  mechanism  for  this  effect, 
however,  does  not  appear  to  be  due  to  a  reduction  in 
pregnancy.  Rather  birth  rates  appeared  to  be  reduced 
primarily  through  the  use  of  abortion.75 

Policy  statements  by  both  the  American  Academy  of 
Pediatrics  (AAP)  and  the  American  Medical  Association  have 
been  very  skeptical  about  the  efficacy  of  school-based  health 
clinics.  In  1987,  The  American  Academy  of  Pediatrics  published 
a  cautious  statement  regarding  school-based  clinics.  The  AAP 
asked  for  more  research  to  be  undertaken.  Only  eight  of  the 
subsequent  studies  in  peer  review  journals  used  required  pre-  and 
post-  statistics  in  their  studies.  None  of  these  studies  proved  that 
the  clinics  meet  their  goals.79  The  American  Medical  Association 
through  its  Council  on  Scientific  Affairs,  has  stated,  "Data  are  not 
sufficient  to  support  the  universal  establishment  of  school-based 
health  programs."5*7 

ABSTINENCE  PROGRAMS  THAT  WORK 

The  problems  facing  teenagers  today  are  rooted  in  behavior. 
The  physical  illnesses,  infections,  or  diseases  are  a  result  of 
behavior.  Therefore,  what  we  have  here  is  a  behavior  problem, 
not  a  health  problem.57 

Behavior  is  strongly  influenced  by  culture,  Therefore,  one 
important  way  to  help  change  behavior  is  to  change  the  present 
culture  of  sex  education.  This  culture  virtually  ignores  abstinence 
messages  of  self-restraint,  self-control,  individual  responsibility, 
and  perseverance. 

Values  and  culture  are  not  irrelevant  issues  in  this  Gght 
against  the  HIV  virus  and  teenage  sexual  activity.  "Cultural 


ibid.  p.  91. 

*Meloy,  'The  Risky  Business  of  Adolescence,"  p.  45. 

'ibid.  p.  46. 

f 

Bennett,  "Children  and  Culture". 


problems  demand  cultural  solutions."*2  Abstinence-based 
programs  are  one  solution. 

Marion  Howard,  Ph.D.  and  Judith  McCabe,  Ph.D.,  assert,  in 
a  recent  study  in  Family  Planning  Perspectives,  that  students  who 
attended  abstinence-based  programs  were  significantly  more  likely 
to  postpone  sexual  intercourse  than  similar  students  in  other 
schools  who  did  not  have  the  program.  "By  the  end  of  the  eighth 
grade,  students  who  had  not  had  the  program  were  as  much  as 
five  times  more  likely  to  have  begun  having  sex  than  were  those 
who  had  had  the  program:  20  vs.  4  percent"  This  program  had 
an  even  more  dramatic  effect  on  girls  who  had  not  yet  become 
sexually  active.  "By  the  end  of  eighth  grade,  girls  who  had  not 
had  the  program  were  as  much  as  15  times  more  likely  to  have 
begun  having  sex  as  were  girls  who  had  had  the  program."*5 

The  AANCHOR  project  confirms  the  findings  that 
abstinence-programs  are  showing  great  success  rates  in  terms  of 
curbing  teen  sexual  activity.  This  program  was  tested  for  five 
years  in  13  school  districts  in  Utah,  California,  New  Mexico,  and 
Arizona  and  found  correlations  with  "higher  family  strengths 
(loyalty,  emotional  support,  cohesion),  more  frequent  discussions 
with  parents  about  sexual  values  and  beliefs,  and  more  abstinent 
attitudes  regarding  premarital  sexual  involvement"** 

"Sex-Respect"  is  an  abstinence-based  program  adopted  in 
over  1,000  school  districts  across  the  United  States.  In  a  study 
with  1,841  participants  high  correlations  were  found  with  more 
abstinent  attitudes,  a  greater  sense  of  sexual  restraint  by 


*2ibid. 

85Howard,  "Helping  Teenagers,"  pp.  23-24. 

84 "The  Adolescent  Family  Life  Demonstration  Projects;  Olson  and  Wallace,  "A 
Sampler  of  AANCHOR",  Office  of  Population  Affairs,  as  cited  by  Bradley  P.  Hayton, 
Ph.D.  at  Hearing  The  Risky  Business  of  Adolescence:  How  to  Help  Teens  Stay  Safe" 
Select  Committee  on  Children,  Youth,  and  Families,  U.S.  House  of  Representatives, 
Washington,  D.C,  June  18,  1991,  p.  118. 
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teenagers  and  a  greater  awareness  of  the  benefits  of  abstinence.55 

The  "Me,  My  World,  Future  Program,"  another  abstinence- 
based  program,  used  by  over  2,500  schools,  was  tested  at  four 
junior  high  schools  during  two  months  in  1988,  and  found 
correlations  with: 

student  awareness  of  the  benefits  of  abstinence,  more 
likelihood  of  abstinence  before  marriage,  increased  awareness 
of  the  negative  consequences  of  teenage  sexual  behavior  and 
a  greater  belief  that  premarital  sexual  activity  was  against 
their  values.56 

What  these  studies  confirm  is  that  the  battle  is  not  lost.  Just 
as  abstinence  from  drug  use  is  a  realistic  goal,  abstinence  from 
sexual  activity  is  a  realistic  goal  for  teenagers  and  should  be 
pursued  with  rigor,  not  abandoned. 

HIV/AIDS  FEDERAL  FUNDING  EFFORTS 

As  Dr.  Louis  Sullivan,  secretary  of  the  Department  of  Health 
and  Human  Services,  has  said,  we  know  that  even  though 
research  and  funding  play  an  extremely  important  role  in 
combatting  the  AIDS/HIV  disease,  research  and  funding  alone 
will  not  contain  this  deadly  disease.57 

As  federal  and  other  funds  continue  to  escalate  in  an  effort 
to  treat  and  prevent  this  devastating  condition,  we  know  that  the 


Richard,  Dinah,  Has  Sea  Education  Failed  Our  Teenagers?.  1990  as  cited  by 
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government  needs  the  response  and  attention  of  each  and  every 
American  in  controlling  and  eventually  eliminating  the  AIDS 
disease.  And,  as  Dr.  Louis  Sullivan  is  often  quoted  as  saying,  as 
individuals  we  must  continue  "building  a  culture  of  character,  a 
climate  of  personal  responsibility"  that  will  go  a  long  way  in 
distinguishing  this  disease  and  securing  a  brighter  and  healthier 
future  for  our  nation's  youth. 

We  know  that  AIDS  is  a  disease  that  causes  immense  human 
suffering  and  one  that  deserves  our  compassionate  attention  and 
federal  resources.  No  one  deserves  to  be  HIV-positive  or  to 
experience  the  despair  that  accompanies  this  disease.  And,  we 
know  from  the  Centers  for  Disease  Control  that  the  numbers  of 
AIDS  cases  in  young  adults  have  increased  significantly  in  recent 
years.  Suffering  and/or  eventual  death  for  these  young  people 
and  for  the  rest  of  those  who  have  or  will  contract  AIDS  dictates 
that  our  priorities  must  be  focused  on  containing  and  eliminating 
this  disease. 

OVERALL  HIV/AIDS  FUNDING  EFFORTS 

AIDS/HTV-related  spending  has  increased  significantly  since 
the  virus  was  first  discovered  in  1981,  and  in  particular  research 
spending  on  pediatric  AIDS  has  increased  dramatically  since  1989. 
The  focus  on  pediatric  AIDS,  enhanced  by  legislative  directive,  is 
proving  to  be  beneficial  to  all  who  are  infected  by  the  disease. 
Because  HTV  progression  is  most  often  more  rapid  in  infants  and 
therapeutic  results  of  promise  can  be  seen  quickly,  people  of  all 
ages  benefit  from  pediatric-focused  studies.58 

The  Public  Health  Service's  1993  budget  includes  $219 
million  for  pediatric  AIDS.  Of  this  amount,  $140  million  is 
included  in  the  NIH  budget.  In  addition,  many  of  the  institutes, 
centers,  and  divisions  of  NIH-sponsored  programs  provide  for 
pediatric  AIDS-related  research  resources  including  training, 
infrastructure,  and  information.*9 


"Status  Report  on  Pediatric  AIDS  Activities,"  Department  of  Health  and 
Human  Services,  Public  Health  Service,  January  31,  1992,  p.  8. 
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Total  federal  spending  for  AIDS  has  grown  from  $8  million 
in  1982  to  $208  million  in  1985  to  an  estimated  $4,345  billion  in 
1992,  with  $4,916  billion  requested  in  the  FY  1993  budget5*0 
Congress  first  appropriated  money  as  a  line  item  for  AIDS 
research  in  1983.  Increases  in  succeeding  years  have  ranged  from 
a  115%  increase  in  1986  to  an  18.6%  increase  in  1991. 

In  FY  1992,  AIDS-related  federal  spending  will  increase  at 
least  170%  over  1988  spending  levels.92  Accounting  conventions 
are  not  consistent  across  disease  categories  but  more  money  is 
spent  on  the  research  and  prevention  of  AIDS  than  on  virtually 
any  other  disease.  The  Bush  Administration  has  consistently 
requested  substantial  increases  in  funding  each  fiscal  year  for 
AIDS-related  activities  and  research. 

The  Public  Health  Service  alone  will  spend  close  to  $2 
billion  for  AIDS  research,  drug  development,  and  prevention 
activities.  In  addition,  as  a  result  of  free  media  time  worth  more 
than  an  estimated  $85  million,  the  average  American  was  exposed 
to  public  service  announcements  about  AIDS/HIV  56  times 
between  1987  and  1990.95 

Research  and  Prevention  Spending 

In  a  span  of  less  than  10  years,  government  scientists  have 
isolated  the  HIV  virus,  learned  now  it  attacks  the  immune  system, 
devised  tests  to  detect  infection,  and  developed  a  number  of 
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treatments  to  slow  its  progress.  However,  with  no  cure  yet 
available  and  so  much  left  to  learn  about  this  ravaging  disease, 
the  bulk  of  Public  Health  Service  AIDS-related  funding  continues 
to  be  directed  toward  AIDS-related  research. 


The  federal  government  spent  $1.88  billion  on  AIDS-related 
research  and  prevention  in  1991,  $1.7  billion  on  cancer  research 
and  prevention  in  1991,  and  $.653  billion  on  heart  disease,  (see 
Table  2) 

Overall  research  and  prevention  strategies  and  efforts  are 
crucial  in  the  fight  against  AIDS.  Some  of  the  federal 
government's  efforts  in  this  area  include:  sponsorship  of  a 
number  of  major  public  awareness  programs  and  education  efforts 
including  the  "America  Responds  to  AIDS"  campaign  and  school- 
based  programs  to  educate  our  youth  about  AIDS;  developing 
and  mandating  new  safeguards  to  ensure  the  safety  of  the 
nation's  blood  supply;  providing  guidelines  affecting  health  care 
and  public  safety  personnel  and  procedures,  and  awarding 
emergency  grants  to  fund  early  detection  and  sexual  partner 
notification  programs  in  areas  hard-hit  by  the  epidemic.9* 

As  table  1  in  this  report  shows,  federal  funding  for  AIDS 
research  and  prevention  has  increased  from  $200,000  in  FY  1981 
to  nearly  $2  billion  in  FY  1992.  (See  Table  l).95 

Medical  Treatment  Spending  ; 

In  addition  to  contributing  federal  dollars  to  research  into 
and  prevention  of  AIDS,  the  federal  government  also  contributes 
to  the  treatment  of  AIDS.  The  largest  increase  in  AIDS-related 
spending  in  FY  1991  has  been  in  treatment.  In  FY  1990,  $1,120 
billion  was  spent,  $1,607  billion  was  spent  in  FY  1991,  and  FY 


"HIV  Infection  and  AIDS  -  Just  the  Facts,"  pp.  3-4. 

95Johnson,  Federal  Funding  for  AIDS  Research  and  Prevention,  updated 
January  23,  1992. 
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1992  expenditures  are  projected  at  $1,990  billion.  6 

The  Department  of  Health  and  Human  Services  (HHS)  is 
the  primary  agency  through  which  federal  dollars  are  spent  on 
the  medical  treatment  of  AIDS.  HHS  distributes  treatment 
dollars  under  The  CARE  Act  of  1990  (the  Ryan  White 
Comprehensive  AIDS  Resources  Emergency  Act),  Medicaid, 
Medicare,  and  Social  Security.  In  addition  to  medical  treatment, 
HHS  also  spends  money  on  income  support  for  persons  with 
AIDS  through  Social  Security. 

Medicaid,  the  federal-state  program  to  provide  health  care  to 
the  poor,  will  cover  about  40%  of  all  hospital  patients  with 
AIDS,  amounting  to  more  than  $1  billion  (federal  share)  in  FY 
1992.  Social  Security  will  spend  approximately  $439  million  (both 
OASDI  and  SSI)  to  help  support  persons  with  AIDS.  Medicare 
will  spend  about  $280  million  to  cover  the  medical  bills  of  those 
disabled  by  AIDS.97 

The  CARE  Act  of  1990  will  provide  $280  million  in  FY  1992 
for  emergency  assistance  and  comprehensive  care  in  localities  hit 
hardest  by  the  disease.  This  assistance  includes  relief  grants 
awarded  to  states  to  assist  with  the  delivery  of  health  care 
services  to  people  with  AIDS  and  to  their  families.  The  grants 
are  also  used  to  establish  early  intervention  programs.95 

In  addition  to  AIDS-related  funding  funneled  through  the 
Department  of  Health  and  Human  Services,  the  departments  of 
Veterans  Affairs,  Defense,  Justice,  State,  Labor,  and  Education, 
and  the  Agency  for  International  Development  spend  substantial 
amounts  on  the  medical  treatment  of  AIDS.99 


U.S.  Department  of  Health  and  Human  Services,  Public  Health  Service  Budget 
Office,  Office  of  Management,  1992. 

97 

"HIV  Infection  and  AIDS:  Just  the  Facts,"  p.  4. 

95ibid.  p.  5. 
99 

U.S.  Department  of  Health  and  Human  Services,  Public  Health  Service  Budget 
Office,  Office  of  Management,  1992. 
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Miscellaneous  Spending 

The  federal  government,  in  addition  to  research  and  medical 
treatment  spending,  also  funds  other  AIDS/HIV  related  activities. 
Foremost  among  these  appropriations  are  the  monies  spent  by 
the  OfGce  of  Civil  Rights  (OCR)  on  discrimination  against  HIV 
carriers.  OCR  is  a  division  of  HHS  which  investigates  claims  of 
AIDS-related  discrimination  in  HHS-conducted  programs  and 
activities. 

In  addition  to  the  Office  of  Civil  Rights,  the  departments  of 
State,  Labor,  and  Education  spend  money  on  AIDS-related 
activities.700 

The  following  chart  gives  an  overview  of  total  AIDS 
spending  from  fiscal  years  1988  through  1993. 
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Table  1 


Government-wide  Spending  on  AIDS 

(Obligations  in  $  millions) 


FY  1988 
Actual 

FY  1989 
Actual 

FY  1990 
Actual 

FY  1991 
Actual 

FY  1992 
Est. 

FY  1993 
Request 

PHS 

962 

1301 

1,590 

1,888 

1,967 

2,068 

Medicaid 
(Fed. 
share) 

330 

490 

670 

870 

1,080 

1,290 

Medicare 

30 

55 

110 

180 

280 

385 

Social - 
Security- 
DI 

80 

125 

185 

240 

310 

385 

SS-SSI 

18 

28 

39 

65 

100 

125 

Civil 
Rights 

0 

3 

3 

3 

3 

3 

Veterans 
Affairs 

84 

142 

208 

217 

375 

443 

Defense 

53 

86 

125 

127 

97 

94 

AID 

30 

40 

41 

50 

56 

71 

Justice/ 
Prisons 

1 

2 

4 

6 

7 

9 

State 

1 

2 

2 

1 

1 

1 

Labor 

1 

1 

1 

1 

2 

2 

HUD 

0 

0 

0 

0 

67 

40 

Education 

1 

0 

0 

0 

0 

0 

Total 

1,591 

2,275 

2,975 

3,648 

4345 

4,916 

Source:  PHS  Budget  Office,  March  6,  1992 
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Federal  Spending  on  Diseases 

One  death  from  AIDS  or  any  other  disease  is  one  too  many 
and  we  must  keep  the  suffering  that  goes  along  with  this  and 
other  diseases  in  mind  as  overall  budget  priorities  are  discussed 
from  year  to  year.  The  nature  of  AIDS  (communicable,  affecting 
young  people)  has  given  rise  to  substantial  increases  in  the  share 
of  federal  funds  committed  to  AIDS-related  efforts  as  compared 
to  funding  levels  for  other  diseases  such  as  cancer,  heart  disease, 
diabetes,  and  Alzheimer's,  (see  Table  2) 

Current  spending  efforts  demonstrate  the  commitment  of  the 
federal  government  in  combatting  AIDS.  The  Public  Health 
Service,  one  of  the  main  arteries  receiving  AIDS-related 
appropriations,  spent  approximately  as  much  on  research  and 
prevention  of  AIDS  as  it  did  on  cancer  in  1991  and  1992.  The 
federal  Centers  for  Disease  Control  (CDC)  has  estimated  that 
215,000  of  the  more  than  1  million  Americans  infected  with  HTV 
virus  will  die  during  the  next  three  years.  During  the  same 
period  2.6  million  Americans  will  be  killed  by  cardiovascular 
diseases  and  another  L5  million  will  die  of  cancer. 

Decisions  about  spending  for  research,  prevention,  and 
education  for  a  disease  are  based  on  a  number  of  considerations, 
including  the  number  of  deaths  in  any  given  year.  The  prospects 
for  a  cure,  the  likelihood  that  education  will  change  behavior,  the 
possibility  of  delaying  the  onset  of  the  disease  or  making  the 
disease  more  bearable  are  all  prospects  worth  considering  when 
determining  funding  levels.  Because  AIDS  is  a  progressive  and 
communicable  disease  (unlike  heart  diseases  and  cancer)  among 
a  relatively  young  population,  considerable  funding  levels  have 
consistently  been  requested  through  the  Administration  and 
appropriated  through  the  Congress. 

The  following  charts  and  tables  give  an  overview  of  the  level 
of  federal  research  and  prevention  spending  for  several  of  the 
nation's  leading  killing  diseases.  The  charts  and  tables  also  give 
an  overview  of  mortality  data  on  deaths  for  major  killers. 

The  table  below  shows  Federal  spending  on  research  and 
prevention  of  AIDS,  cancer,  heart  disease,  diabetes,  and 
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Alzheimer's  disease  for  fiscal  years  1967-1991,  as  well  as  the 
estimates  for  1992,  and  the  President's  request  for  FY  1993.JW 


Table  2 


Federal  Research  and  Prevention  Funding 
(in  millions) 


FY87 
Actual 

FY88 
Actual 

FY89 
Actual 

FY90 
Actual 

FY91 
Actual 

FY92 
Est. 

FY93 
Request 

AIDS 

$  503 

$962 

$1301 

$1590 

$1888 

$1967 

$2069 

Cancer 

1403 

1468 

1570 

1644 

1714 

1967 

2010 

Heart 
Disease 

583 

605 

640 

646 

653 

686 

728 

Diabetes 

241 

254 

273 

266 

280 

298 

312 

Alz- 
heimer's 

77 

86 

131 

148 

231 

283 

294 

The  following  table  gives  estimates,  where  available,  of  the 
incidence  (number  of  new  cases  per  year),  prevalence  (number  of 
people  affected),  and  annual  deaths  associated  with  each  of  the 
diseases.  As  can  be  seen  in  the  source  notes,  these  data  are  not 
collected  in  a  uniform  way;  estimates  obtained  from  other  sources 
could  vary  significantly.702 


Johnson,  Judith,  A.,  AIDS  and  Other  Diseases:  Federal  Spending  and 
Morbidity  and  Mortality  Statistics.  Congressional  Research  Service,  Washington,  D.C., 
March,  4,  1992. 
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Table  3 


Disease 

incidence 

Prevalence 

Deaths 

AIDS  cases 
HIV  Infection 

52,000-57,000 

101,000-122,000 

37,000-42,000 

Cancer 

1.1  million 

5  million 

520,000 

Heart  Disease 

not  available 

20  million 

730,000 

Diabetes 

500,000 

11  million 

300,000 

Alzheimer's 

not  available 

4  million 

not  available 

CONCLUSION:  THE  SEARCH  FOR  COMMON  GROUND 

Perhaps  the  best  way  to  conclude  this  Republican  dissent  is 
to  underscore  the  importance  of  this  issue  for  our  country. 
Teens  and  AIDS  is  a  very  important  and  critical  problem,  one 
that  deserves  national  attention  and  not  partisan  bickering.  In 
the  words  of  William  Roper,  M.D.,  director  of  the  Centers  for 
Disease  Control: 

We  need  to  search  for  common  ground.  Surely  we  can  agree 
that  premature  initiation  of  sexual  activity  is  unhealthy  and 
unwise.  Let  us  seek  out  those  areas  on  which  we  can  agree 
and  deliver  a  clear  and  consistent  message,  rather  than 
continuing  only  to  quarrel  over  those  issues  on  which  we 
disagree. 

One  area  where  agreement  should  be  reached  is  in  the 
national  health  objectives  for  the  year  2000.  These  objectives 
include  efforts  to  reduce  the  proportion  of  adolescents  who  have 


i<?JRoper,  p.  7. 
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engaged  in  sexual  intercourse  to  less  than  15%  by  age  15,  and 
less  than  40%  by  age  17. 

To  achieve  these  objectives,  a  comprehensive  approach  which 
would  include  different  sectors  of  our  society  is  needed: 

These  changes  in  behavior  will  require  interventions  that 
integrate  the  efforts  of  parents,  families,  schools,  religious 
organizations,  health  departments,  community  agencies,  and 
the  media.  Education  programs  should  provide  adolescents 
with  the  knowledge,  attitudes,  and  skills  they  need  to  refrain 
from  sexual  intercourse.2** 

Another  place  where  consensus  should  be  possible  is  in  the 
recommendations  of  the  bipartisan  National  Commission  on 
Children  regarding  the  role  that  the  popular  culture  (as  expressed 
in  a  society's  music,  TV  and  movies)  has  on  the  attitudes  and 
conduct  of  many  teens. 

The  Commission  observes  that  "teenagers  are  exposed  to  an 
estimated  3,000  to  4,000  references  to  sexual  activity  on  television 
and  in  movies  each  year."105  It  cites  a  1989  report  of  the 
American  Academy  of  Pediatrics  that  expresses  the  Academy's 
M.  .  .  concern  over  television's  implicit  and  explicit  messages 
to  young  viewers  promoting  the  use  of  alcohol  and  promiscuous 
.  .  .  .  sexual  activity."706 

Teenagers  feel  the  pressure  from  the  popular  culture  to 
become  sexually  active.  In  a  study  of  over  1,000  teenagers  by 
Marion  Howard,  Ph.D.,  in  the  Journal  of  Adolescent  Health 
Care,  teenagers  cite  pressure  from  television  as  a  source  of  social 


104 

"Health  Objectives  for  the  Nation,"  Morbidity  and  Mortality  Weekly  Report. 
U.S.  Department  of  Health  and  Human  Services,  Public  Health  Service,  Centers  for 
Disease  Control,  January  3,  1992,  p.  887. 

^5Beyond  Rhetoric,  p.  355. 

106M±  p.  357. 
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pressure  to  become  sexually  involved.7*77  Willard  Cates,  Jr.,  M.D., 
M.P.H.,  writing  in  the  Journal  of  Adolescent  Health  underscores 
the  role  that  environmental  factors  play  in  adolescent  sexual 
behavior: 

The  media,  including  television,  rock  videos  and  fashion 
magazines,  have  bombarded  teenagers  with  the  attractiveness 
of  sex  without  providing  any  counterbalancing  prevention 
messages.208 

We  can  surely  agree,  as  a  nation,  with  the  findings  of  the 
National  Commission  on  Children  that  "children  and  adolescents 
need  clear  and  consistent  messages  about  personal  conduct  and 
public  responsibility."  The  Commission  recommends  that  "public 
and  private  sector  leaders,  community  institutions  and  individual 
Americans  .  .  .  renew  their  commitment  to  the  values  of  human 
dignity  and  character  .  .  .  109 

To  recreate  our  culture,  we  the  Republican  Members  of  the 
Select  Committee  on  Children,  Youth,  and  Families,  agree  with 
the  Commission  that  while  parents  need  to  be  ever  watchful  over 
their  children  and  monitor  their  exposure  to  different  values,  the 
recording  industry  and  the  television  producers  have  their  parts 
to  play.  We  charge  the  recording  industry  and  the  television 
producers  to  comply  with  the  recommendations  of  the 
Commission  that  state: 

The  recording  industry  continue  and  enhance  its  efforts  to 
control  the  distribution  of  inappropriate  materials  to 
children;  (that)  television  producers  exercise  greater  restraint 
in  the  content  of  programming  for  children  and  stations  show 
greater  restraint  in  the  amount  and  type  of  advertising  aired 


^Howard,  Marion,  "Postponing  Sexual  Involvement  Among  Adolescents,  An 
Alternative  Approach  to  Prevention  of  Sexually  Transmitted  Diseases,"  Journal  of 
Adolescent  Health  Care,  Vol.  6,  No.  4,  1985,  p.  273-274. 


i0SCates,  p.  91. 
ig9Bevond  Rhetoric  p.  344. 
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during  children's  programs.770 

If  implemented,  these  recommendations  will  help  to  change 
the  cultural  messages  that  we  send  to  teens  about  the 
inappropriateness  of  early  sexual  activity.  By  changing  these 
messages  we  will  go  a  long  way  toward  recreating  our  culture. 

Yet  another  recommendation  by  the  bipartisan  National 
Commission  on  Children,  which  we  heartily  endorse,  is  to  expand 
the  Adolescent  Family  Life  Program  which  encourages  teens  to 
abstain  from  early  sexual  activity.  By  bringing  the  funding  for 
this  program  up  to  the  level  of  funding  that  the  family  planning 
program  (Title  X)  devotes  to  teens,  we  will  send  the  message 
that  we  as  policymakers  do  not  believe  that  the  battle  over 
inappropriate  teenage  sexual  activity  has  been  lost. 

We  believe  that  young  people  today  are  not  inherently  weak, 
or  less  capable  of  self-restraint  than  young  people  in  the  past. 
We  recognize  that  the  culture  in  which  they  are  growing  up  has 
changed.  And  it  is  this  culture  that  needs  to  be  recreated  to 
keep  all  our  teenagers  healthy  and  capable  of  achieving  their  full 
potential. 

(signed)      FRANK  R.  WOLF,  JR., 

Ranking  Minority  Member 
CLYDE  C.  HOLLOWAY 
LAMAR  S.  SMITH 
JAMES  T.  WALSH 
BOB  McEWEN 

RICHARD  JOHN  SANTORUM 
DAVE  CAMP 
BILL  BARRETT 
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FOREWORD 


Federal  Programs  Affecting  Children  and  Their  Families.  1992  updates  and  expands  three 
earlier  editions  of  this  guidebook  to  Federal  programs  which  directly  touch  the  lives  of  America's 
children  and  their  families.  As  part  of  its  mission  to  improve  available  information,  the  Select 
Committee  on  Children,  Youth,  and  Families  initiated  this  series  in  1984. 

These  reports  have  served  as  benchmarks  in  the  Committee's  ongoing  assessment  of  the 
conditions  of  America's  children  and  families,  and  the  policies  and  programs  that  address  them.  Our 
continuing  examination  has  documented  rapid  and  sweeping  demographic,  social  and  economic 
changes  that  have  altered  families'  circumstances  and,  consequently,  have  profound  implications  tor 
policy.  These  changes  range  from  sustained  child  poverty,  new  family  arrangements  and  changed 
workforce  patterns  to  the  crises  of  homelessness,  substance  abuse,  school  failure,  child  abuse  and 
family  violence.  In  many  instances,  these  shifts  have  generated  problems  which  are  increasingly 
complex,  pervasive  and  difficult  to  address. 

This  updated  report,  prepared  by  the  Congressional  Research  Service  at  our  request,  is 
more  than  a  catalogue.  The  analytic  introductory  section  has  undergone  further  refinement  making 
the  program  guide  easier  to  use  and  reference.  This  improved  report  advances  the  Committee's 
goal  of  providing  Congress  with  the  broadest  current  information  on  Federal  programs  and  policies 
affecting  children,  youth,  and  families. 

We  hope  that  this  updated  reference,  like  the  earlier  volumes,  will  become  a  valuable  tool 
for  Congress,  as  well  as  for  others  who  care  about  children  and  families  in  this  country. 

PATRICIA  SCHROEDER  "  FRANK  R.  wnT^^^„  1 

Chairwoman  Ranking  Minority  Member 
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FEDERAL  PROGRAMS  AFFECTING  CHILDREN 
AND  THEIR  FAMILIES,  1992 

SUMMARY 

About  140  Federal  programs,  with  at  least  $10  million  in  Federal  funding, 
provide  benefits  that  are  directed,  at  least  in  part,  specifically  at  children  or 
families.  The  largest  numbers  of  programs  provide  education  and  social  services 
to  children  and  their  families.  However,  the  largest  amounts  of  Federal  funds 
are  provided  through  the  fewer  numbers  of  income  and  nutrition  programs.  The 
largest  programs  in  terms  of  both  the  number  of  children  receiving  benefits  and 
Federal  costs  are  the  income  tax  exemption  for  dependents,  food  stamps,  aid  to 
families  with  dependent  children  (AFDC),  the  earned  income  tax  credit,  and 
medicaid. 

The  newest  Federal  programs  for  children  and  families  include:  the  child 
care  and  development  block  grant  for  low-income  families;  at-risk  child  care  for 
families  at  risk  of  receiving  AFDC;  the  National  and  Community  Service  Act, 
which  offers  many  different  types  of  service  opportunities  to  adolescents,  among 
others;  and  the  healthy  start  program  aimed  at  reducing  infant  mortality. 

The  programs  described  in  this  report  target  various  groups  of  children. 
About  1  in  10  programs  are  aimed  primarily  at  infants  and/or  preschool 
children;  about  1  in  8  are  primarily  for  adolescents.  Minority  racial  or  ethnic 
children  are  the  specified  target  of  about  1  in  10  programs,  and  about  1  in  6 
programs  target  children  with  disabilities.  Over  half  of  the  programs  place  a 
special  emphasis  on  low-income  children— through  income  eligibility,  type  of 
service  provided,  groups  of  children  who  are  primary  beneficiaries,  or  other 
program  targeting  features.  However,  many  programs,  including  two  of  the 
most  costly  ones—the  dependent  tax  exemption  and  social  security  benefits  for 
dependents-do  not  have  a  special  emphasis  on  low-income  children. 

These  programs  are  funded  in  various  ways,  and  their  funding  levels  are 
affected  by  many  factors.  Most  of  the  income  and  nutrition  programs  are 
entitlement  programs,  with  funding  levels  affected  by  changes  in  the  number  of 
persons  eligible  and  benefit  amounts.  Over  half  of  these  entitlement  programs 
are  indexed;  that  is  benefits  and/or  eligibility  levels  are  automatically  adjusted 
for  inflation.  About  a  fourth  of  the  programs  require  that  Federal  dollars  be 
matched  by  nonfederal  funds.  In  addition,  the  program  beneficiary  groups  vary. 
While  funds  for  most  education  and  nutrition  programs  in  this  report  are  solely 
for  children,  funds  for  many  other  programs  are  for  families  and  other  unrelated 
persons.  Funds  shown  for  most  of  the  health  programs  and  all  of  the  housing 
programs  are  for  children  (or  families)  and  other  adults.  These  and  other 
factors  make  the  report's  program  funding  levels  difficult  to  compare  and 
inappropriate  to  aggregate.  (Program  funding  trends  compared  to  inflation  are 
contained  in  an  appendix  to  this  report.) 

Over  15  percent  of  the  programs  are  administered  solely  by  the  Federal 
Government.  Over  40  percent  are  administered  through  States.  In  another  40 
percent,  the  Federal  administering  agency  makes  grants  directly  to  various 
public  or  private  agencies. 


MINORITY  ADDITIONS  TO 
1992  ACTIVITIES  REPORT 
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MINORITY  ADDITIONS  TO 
END  OF  THE  YEAR  REPORT 


The  House  Select  Committee  on  Children,  Youth,  and  Families  held 
eight  hearings  in  1992  as  well  as  issued  three  reports.  Two  of  the 
eight  hearings  were  conducted  by  the  investigative  staff  of  the 
Committee.  Hearings  such  as  these  only  have  witnesses  called  by  the 
Majority.  The  Minority  called  witnesses  for  only  six  hearings. 

In  conducting  these  hearings,  the  Republican  Members  of  the 
Committee  were  interested  in  identifying  immediate  as  well  as 
underlying  causes  of  the  issues  at  hand  and  called  witnesses  to  explore 
these  issues.  Although  some  of  the  hearings  were  too  narrow  in  scope 
to  develop  themes,  several  recurring  themes  did  emerge  from  the 
witnesses  at  the  hearing.  We  include  them  as  part  of  the  End  of  the 
Year  Report  because  we  believe  by  identifying  them,  public  policy 
related  to  children,  youth,  and  families  will  be  better  served  in  the 
future. 

We  also  include  the  executive  summary  of  the  minority  dissent  to  the 
committee's  adolescent  AIDS  report  to  reiterate  how  important  we 
believe  the  issue  of  AIDS  and  its  related  topics  are  to  our  nation's 
teens  and  their  famines. 

We  provide  some  general  themes  and  then  cite  quotes  that  back  up 
these  themes  from  hearings  in  1992. 

Key  Republican  Themes  in  1992 

1.  )  Recognize  that  the  family  itself  is  the  best  "Department  of  Health 
and  Human  Services"  and  promote  policies  that  allow  for  strong, 
healthy  families  and  family  values. 

2.  )  Provide  family  tax  relief  targeted  to  families  with  children  who  have 
borne  a  disproportionate  share  of  the  tax  burden  and  are  being 
stretched  to  the  limit  to  meet  their  family  needs. 

3.  )  Utilizing  tax  credit  approaches  to  change  behavior  preserves 
individual  choice  without  increasing  the  federal  presence. 

4.  )  Recognize  that  family  breakdown,  while  often  ignored  in  public 
policy  discussions,  leads  us  fairly  directly  to  some  of  our  social  and 
economic  problems  today. 
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5.  )  Promote  policies  that  allow  families  to  spend  more  time  together 
as  experts  have  concluded  that  the  more  time  parents  can  spend 
together  with  their  children,  the  better  off  their  children  will  be. 

6.  )  Acknowledge  that  family-based  approaches  to  problems  are  often 
more  effective  than  other  approaches. 

7.  )  The  "kitchen  table,"  not  the  political  round  table,  is  the  most 
important  policy  forming  institution  in  this  country. 

8.  )  Federal  programs  ought  to  be  targeted  to  those  most  in  need  of 
assistance. 

9.  )  Family  composition  and  structure  are  key  variables  in  understanding 
the  development  of  family  strengths  as  well  as  family  dysfunctions. 

10.  )  Feature  Public/Private  partnerships,  private  sector,  local  and  state 
solutions  rather  than  a  primary  emphasis  on  the  responsibility  of  the 
national  government  to  solve  all  problems. 

11.  )  Social  policies  must  never  underestimate  the  power  of  the 
individual  to  make  decisions  and  the  importance  of  fostering  the 
development  of  personal  responsibility. 

1992  CHILDREN,  YOUTH,  AND  FAMILIES  HEARINGS 


AMERICAS  FAMILIES: 
CONDITIONS,  TRENDS,  HOPES,  AND  FEARS 

David  Blankenhorn,  President,  Institute  for  American  Values,  New 
York,  New  York: 

"I  have  observed  a  disturbing  phenomenon  in  our  legislative  process: 
a  growing  tendency  to  use  public  opinion  surveys,  not  as  scientific 
inquiries  into  American  beliefs  and  values,  but  more  as  tactical  weapons 
in  the  service  of  partisan  agendas." 

"In  trickle-down  polling,  opinion  is  pre-determined  at  the  top...and 
then  disseminated  downward  through  the  announcement  of  survey 
findings.  Its  purpose  is  less  to  measure  public  opinion  than  to 
influence  elite  media  and  political  opinion." 

"Of  course,  the  final  result...is  the  corruption  of  political  discourse." 
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"We  see  a  tendency  among  elites...to  view  programmatic  politics  as  the 
way  that  committed  people  bring  about  social  change.  Accordingly, 
we  frequently  appeal  to  the  nation  to  express  its  moral  commitment  by 
expanding  public  services  for  children.  Less  frequently  do  we  appeal 
to  individuals  to  express  moral  commitment  through  private  behavior. 
Thus,  to  propose  government  programs  is  to  be  serious  about  helping 
children.  To  propose  new  ideas  for  changing  behavior  is  to  be  accused 
of  proposing  a  rationale  for  inaction.  I  would  like  to  suggest  the 
opposite  is  true." 

"Instead  of  seeking  to  educate  the  public,  maybe  we  ought  to  take 
seriously  the  priorities  of  the  kitchen  table.  Let  me  list  just  five: 
parental  time  with  children,  divorce,  unwed  parenthood,  the  role  of 
fathers,  and  safe  places  for  children  to  play." 

"In  short,  perhaps  we  can  truly  improve  child  well-being...by  listening 
to  the  cultural  conversation  of  the  kitchen  table,  rather  than  dismissing 
it  as  irrelevant  to  the  serious  business  of  Washington  politics." 


Gary  Bauer,  President,  Family  Research  Council  Washington,  D.C.: 

"I  believe  there  are  two  concrete  steps  federal  policymakers  can  take 
to  strengthen  the  American  family.  First,  policymakers  must  work  to 
increase  the  take-home  pay  of  breadwinners  with  children  through  an 
increase  in  the  per-child  tax  benefits  of  wage-earning  families.  Second, 
policymakers  should  alter  existing  welfare  policies  to  eliminate  biases 
against  marriage." 

"Let  me  urge  the  committee  to  resist  the  drumbeat  for  dramatic 
increases  in  spending  on  so-called  children's  programs." 

"One  of  the  most  serious,  yet  least  recognized,  trends  in  American  life 
is  the  dramatic  drop  in  the  time  parents  spend  with  their  children." 

"There  is  a  child  psychologist  that  I  know  you  are  familiar  with 
Madame  Chairwoman,  Urie  Brofenbrenner,  and  he  was  asked  once, 
what  is  the  key  ingredient  in  the  successful  development  of  the  human 
being  and  he  responded,  "Someone  has  to  be  crazy  about  the  kids, 
some  adult  has  got  to  make  a  child  the  most  important  thing  in  his 
life."  And  I  submit  to  you  that  a  GS15  or  an  assistant  secretary  of 
Education  cannot  do  that  for  a  child.  Children  need  parents,  a  mother 
and  a  father,  and  many  of  the  problems  are  because  an  increasing 
number  of  our  children  do  not  have  two  parents  who  are  crazy  about 
them  and  who  are  there  to  raise  them  in  these  difficult  times." 
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"We've  rewarded  promiscuity  and  bad  behavior  and  we've  penalized 
people  who  form  families  and  stay  together,  and  then  we  act  surprised 
when  we  get  more  bad  behavior  and  less  good  behavior  in  our  inner 
cities." 

"I  would  hope  that  public  officials  would  stop  talking  about  the 
American  family,  the  traditional  family,  as  if  it  were  a  dinosaur.  I've 
heard  statistics  that  say  only  6  percent  of  American  families  are 
traditional,  only  10  percent  of  Americans  families  are  traditional.  The 
fact  of  the  matter  is  that  the  overwhelming  majority  of  the  American 
people  live  in  households  headed  by  a  married  couple,  and  when  I 
think  that  public  leaders  suggest  that  the  family  unit  as  we  once  knew 
it  is  dead,  that  they  distort  public  policy  and  they  make  millions  of 
Americans  feel  as  if  they  are  some  sort  of  anachronism  or  hopelessly 
behind  the  times. 

"...  A  number  of  polls  show  that  many  parents...would  like  to  spend 
more  time  with  their  children." 

"Number  one,  American  families  with  children  are  desperately  in  need 
of  tax  relief,  and  I  think  the  Select  Committee  could  become  a 
battering  ram  in  the  United  States  Congress  on  the  issue  of  tax  relief 
for  families  with  children.  I  would  urge  your  side  of  the  aisle  to  go  to 
the  Ways  and  Means  Committee  and  to  suggest  to  them  that  the 
current  Democratic  tax  bill  contains  no  tax  relief  specifically  for 
families  with  children,  is  unacceptable.  And  I  would  urge  the 
Republicans  on  the  committee  to  go  to  the  White  House  and  tell 
President  Bush  that  his  proposal  to  increase  the  personal  exemption  by 
$500  is  parsimonious  and  in  fact,  needs  to  be  increased  by  several 
thousand,  like  you  and  Congressman  Wolf  and  others  have  suggested." 

"As  Elaine  Kamarck  and  William  Galston  of  the  Progressive  Policy 
Institute  have  written: 

Government  cannot,  under  any  set  of  circumstances,  provide  the  kind 
of  nurturance  that  children,  particularly  young  children,  need.  Given 
all  the  money  in  the  world,  government  programs  will  not  be  able  to 
instill  self-esteem,  good  study  habits,  or  sound  moral  values  in  children 
as  effectively  as  strong  families  ...  Government  will  never  have  the 
resources  or  the  ability  to  replace  what  children  lose  when  they  lose 
supportive  families.  This  suggests  that  the  focus  of  public  policy  should 
be  to  look  for  ways  to  create  stable  families,  not  substitute  families." 

"If  you  match  up  poor  performance  by  children  in  education  and  other 
areas,  there's  a  very  strong  link  between  those  problems  and  single- 
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parent  households,  and  the  statistics  are  overwhelming  on  almost  all 
these  issues  -  youth  suicide,  youth  homicide,  dropout  rate,  drug 
addiction,  venereal  disease,  teenage  pregnancy....Children  from  single- 
parent  families  experience  these  problems  at  much  higher  levels,  and 
I  don't  believe  that  any  amount  of  spending  will  make  up  the  problem 
for  them.  I  think  what  we  need  to  do  is  figure  out  a  way  to  reinforce 
the  notion  that  children  need  two-parent  families." 

Donald  Hernandez.  Ph.D.,  Chief.  Marriage  and  Family  Statistics  Branch. 
Population  Division.  Bureau  20  of  the  Census,  U.S.  Department  of 
Commerce,  Washington,  D.C.: 

Response  of  Donald  Hernandez  Ph.D.,  to  questions  posed  by 
Congressman  Wolf  on  trends  in  family  composition: 

Answer:  As  of  1991,  68.5  percent  of  the  U.S.  population  lived  in 
married-couple  households,  41  percent  lived  in  married-couple 
households  with  children  under  18  in  the  home,  10.6  percent  lived  in 
one-parent  family  households,  and  the  approximate  proportions  living 
in  two-parent  family  households  with  1,  2,  and  3  or  more  children 
under  18  in  the  home,  respectively,  were  12,  16.6,  and  12.4  percent. 
The  Census  Bureau  does  not  collect  data  which  would  provide  the 
answer  to  question  1(d). 

Thomas  J.  Plewes,  Associate  Commissioner,  Employment  and 
Unemployment  Statistics,  Bureau  of  Labor  Statistics,  Washington,  D.C.: 

Response  of  Mr.  Plewes  to  questions  posed  by  Congressman  Wolf  on 
trends  in  labor  participation  rate  (full-  and  part-  time  work)  of  mothers 
and  fathers. 

Answer:  1.)  Data  from  the  March  CPS  show  that  the  percentage  of 
married  mothers  who  worked  year  round,  full  time  and  had  children 
under  six  approximately  tripled  between  1970  and  1990,  from  10 
percent  to  28  percent.  2.)  The  proportion  of  those  who  were  year- 
round,  full-time  workers  and  had  school-age  children  almost  doubled 
(from  23  percent  to  40  percent)  over  the  2-decade  period.  3.)  There 
were  much  smaller  gains  in  the  proportions  of  married  mothers  who 
usually  worked  part  time  (less  than  35  hours  per  week)  on  their  longest 
job  during  the  year.  In  1970,  21  percent  of  the  mothers  with  school- 
age  children  worked  part  time,  compared  with  25  percent  in  1990.  For 
married  mothers  with  pre-schoolers,  the  proportions  were  17  and  23 
percent,  respectively.  5.)  Overall,  including  non-married  mothers,  27 
percent  of  all  mothers  (with  children  under  age  6?)  worked  year  round 
full  time  in  1990. 
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Robert  Rector,  Senior  Policy  Analyst,  The  Heritage  Foundation. 
Washington,  D.C.: 

"The  American  family  is  overtaxed.  Bills  cutting  family  taxes  have  been 
introduced  by  Rep.  Frank  Wolf  of  Virginia  (H.R.  1277,  H.R.  2633),  Vin 
Weber  (H.R.  3744),  and  Senators  Dan  Coats  and  Bob  Kasten.  On  the 
Democratic  side,  Senators  Al  Gore,  Lloyd  Bentsen,  Bill  Bradley,  and 
Rep.  Tom  Downey." 

"When  state  and  local  taxes  are  included,  government  now  takes  over 
a  third  of  the  income  of  a  two-parent  family." 

"During  the  past  four  decades,  the  federal  income  tax  burden  on  a 
family  of  four  has  increased  by  over  300  percent." 

"In  1948,  a  family  of  four  with  a  median  family  income  paid  two 
percent  of  its  income  to  the  federal  government  in  taxes.  In  1989,  the 
equivalent  family  paid  nearly  24  percent  of  its  income  to  the  federal 
government." 

"For  the  past  two  decades,  out  of  every  $1.00  in  real  increased  income 
earned  by  the  average  family  the  federal  government  has  taken  50 
cents." 


"A  practical  way  to  provide  reasonable  tax  relief  to  these  families  would 
be  to  enact  a  non-refundable  "child  credit.  The  credit  would  be 
available  to  working  and  taxpaying  families  only  and  would  not  be 
refundable." 

"Reform  the  welfare  system  to  promote  rather  than  penalize  the 
formation  of  self-sufficient,  two-parent  families." 

Jason  Zimbler,  Nickleodeon  Show  "Clarissa  Explains  It  All,"  New, 
York,  New  York: 

Jason  was  asked  to  describe  the  one  thing  in  life  he  would  want  more 
than  anything  else.  Rep.  Holloway  asked  what  he  feels  he  is  missing, 
that's  being  taken  away  from  him  in  today's  society. 

He  replied:  "That  my  parents  have  to  work  so  much  that  I  don't  get 
to  see  them  as  much.  To  make  the  same  money  that  they  were  making 
before,  they  have  to  work  like  double  as  much,  so  they  can  only  be  at 
the  house  half  as  much  time,  so  I  miss  that.  And  that  is  what  I  wish, 
like  if  they  could  be  home,  doing  the  same  work  they  do  but  be  home 
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more." 

Vincent  Breglio  Ph.D..  President.  RSM  Inc..  Lanham,  Maryland: 
Health  Care: 

"I  have  done  one  study  that  included  the  Bush  [health  care]  option;  a 
statewide  poll  in  New  Mexico  that  came  out  of  field  last  weekend. 
New  Mexico  has  a  clear  Democratic  advantage  in  voter  registration  and 
28%  hispanic  voters.  The  Bush  plan  is  the  preferred  option  by  a  small 
amount  against  "pay  or  play"  and  national  health  insurance.  None  of 
the  three  suggested  options  enjoys  a  particular  advantage  at  this  time." 

Education: 

"Parental  involvement  is  important  to  Americans.  Many  feel  the  quality 
of  education  is  not  the  responsibility  of  the  government  of  even 
educators,  but  rather  the  responsibility  of  parents  of  school-age 
children." 

"This  is  the  main  finding  of  a  recent  national  survey  conducted  by  the 
Wirthlin  Group.  When  asked  to  indicate  who  they  feel  is  most 
responsible  for  improving  the  education  system  in  the  United  States, 
nearly  half  (47%)  say  parents.  Only  one  in  five  (20%)  say  that 
educators  are  the  most  responsible.  Even  fewer  (14%)  look  to  their 
state  government  or  to  you  in  the  federal  government  for 
improvement." 

"Nearly  half  (46%)  of  parents  believe  they  would  be  the  most  effective 
in  improving  the  system,  although  the  voice  of  parents  is  not  one  that 
is  heard  very  much  in  the  debate  over  educational  reform." 


HEALTH  CARE  REFORM: 
HOW  DO  WOMEN,  CHILDREN,  AND  TEENS  FARE? 

Edmund  Haislmaier,  Health  Care  Analyst,  The  Heritage  Foundation. 
Washington,  D.C.: 

"Governments  cannot  legislate  productivity  increases.  They  can  only 
be  produced  by  sound,  competitive  markets  in  which  consumers  are 
rewarded  with  cash  in  their  pockets  for  choosing  better  value  for  their 
money,  and  providers  are  rewarded  with  more  business  for  offering 
better  value  for  the  money." 
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"I  would  argue  that  government's  role  in  health  care  should  be  first  to 
create  a  sound,  competitive  market  that  offers  better  value  for  the 
money.  Next,  government  should  take  steps  to  increase  the  purchasing 
power  of  the  disadvantaged  so  they  can  buy  the  medical  care  and  health 
insurance  they  need,  thus  creating  a  universal  and  compassionate 
system." 

The  present  tax  exclusion  for  employer-sponsored  health  insurance 
provides  Americans  with  approximately  $67  billion  a  year  in  tax  relief. 
Yet  of  that  amount,  $38  billion,  or  57  percent  goes  to  families  with 
annual  incomes  of  $50,000  or  more.  Only  $4  billion,  or  6  percent  goes 
to  families  with  annual  incomes  of  $20,000  or  less." 

The  [Heritage  Foundation]  plan  would  target  government  assistance 
to  those  in  greatest  need.  The  proposal  essentially  consists  of  six  basic 
changes: 

1.  )  Employers  would  be  required  to  convert  money  now  spent  on 
employee  health  benefits  into  cash  wages  in  the  first  year.  But  beyond 
that,  future  wage  rates  would  be  subject  to  normal  labor-management 
negotiations.  Employers  would  be  required  to  deduct  insurance 
premiums  from  employee  paychecks  and  send  the  premiums  to  the 
insurers  chosen  by  their  workers.  Wholesale  purchase  of  insurance 
could  help  defray  costs. 

2.  )  The  federal  government  would  provide  individuals  and  families 
with  new  tax  credits  for  money  spent  on  health  insurance  and  out-of- 
pocket  health  expenses,  regardless  of  where  it  is  purchased. 

3.  )  The  size  of  the  new  tax  credits  would  vary  depending  on  the  size 
of  a  given  household's  health  expenses  relative  to  its  income,  thus 
providing  more  tax  relief  to  those  with  lower  incomes  and/or  higher 
health  costs. 

4.  )  The  new  tax  credits  would  be  funded  by  gradually  eliminating  the 
present  tax  exclusion  for  employer-sponsored  health  benefits  and  other 
existing  health  care  tax  breaks. 

5.  )  All  heads  of  households  would  be  required  to  purchase  a  basic, 
catastrophic  health  insurance  policy  covering  themselves  and  their 
family  members. 

6.  )  Health  insurance  regulations  would  be  changed  to  give  the 
policyholders  the  right  to  renew  their  policies  and  to  eliminate  the 
practice  of  "experience  rating"  renewal  premiums.  Policyholders  would 
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thus  have  the  same  protection  in  their  health  insurance  that  they  now 
have  in  their  life  insurance.  Their  insurer  could  not  cancel  or  refuse 
to  renew  their  coverage,  or  hit  them  with  exorbitant  premium  increases, 
if  they  became  sick.  All  policyholders  covered  by  a  given  insurer  would 
see  the  same  percentage  increase  or  decrease  in  total  claims  paid  by  the 
insurer. 

Current  government  health  programs,  such  as  those  for  the  non- 
working  poor  and  the  elderly,  would  be  retained,  though  some 
modifications  of  those  programs  should  be  considered  as  well.  But  as 
the  majority  of  Americans  became  better  health  care  consumers,  costs 
would  be  brought  under  control  throughout  the  system,  allowing 
government  programs  to  expand  help  for  those  in  greatest  need. 


INVESTING  IN  FAMILIES:  A  HISTORICAL  PERSPECTIVE 

Alan  Carlson.  Ph.D.,  President,  The  Rockford  Institute,  Rockford, 
Illinois: 

There  is  little  doubt,  I  believe,  that  these  major  shifts  in  the  treatment 
of  families  had  something  to  do  with  the  sour  turns  in  family  life  that 
began  in  the  1960's." 

"Incentives  do  matter,  and  they  had  now  turned  against  the  family. 
The  divorce  rate  rose  140  percent,  and  the  rate  of  first  marriage  fell  30 
percent  in  the  same  period." 

"Contemporary  efforts  at  what  might  be  called  "life-style"  engineering 
-  such  as  the  Dependent  Care  Tax  Credit  which  unjustly  discriminates 
against  many  families  and  the  narrowly  conceived  Parental  Leave 
concept  -  will,  I  predict,  perform  no  better." 

"The  only  "investment"  approach  actually  linked  to  a  reversal  of 
negative  family  trends  has  been  the  creative  use  of  the  tax  system  to 
reinforce  marriage  and  children.  Such  measures  have  strengthened  the 
incentives  for  marriage  and  child  rearing,  without  dictating  to  men  and 
women  in  households  how  they  ought  to  order  their  lives  and  raise 
their  children. 

"I  would  urge  support  for  policy  changes  at  the  federal  and  state  levels 
allowing  families  to  reclaim,  voluntarily,  some  of  those  functions  that 
have  been  lost  or  stripped  away  over  the  past  100  years." 
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KEEPING  KIDS  SAFE: 
EXPLORING  PUBLIC/PRIVATE  PARTNERSHIPS 
TO  PREVENT  ABUSE  AND  STRENGTHEN  FAMILIES 

Wade  F.  Horn,  Ph.D.,  Commissioner,  Administration  for  Children. 
Youth  and  Families,  U.S.  Department  of  Health  and  Human  Services. 
Washington,  DC: 

"For  most  children  in  America,  childhood  is  a  time  when  fundamental 
needs  are  being  met,  most  importantly,  by  parents." 

"One  of  the  major  findings  in  the  final  report  of  the  National 
Commission  on  Children,  upon  which  I  served,  is  that  it's  a  good  time 
to  be  a  child,  usually.  Tragically,  however,  far  too  many  children,  not 
all,  not  most,  but  certainly  too  many,  suffer  when  their  parents, 
families,  neighborhoods,  and  communities  renege  on  their  obligation  to 
provide  every  child  a  birthright  of  caring." 

"In  the  Department,  we  view  our  efforts  to  prevent  child  abuse  and 
neglect  in  the  larger  context  of  helping  to  develop  healthy  families,  for 
strong  families  form  the  foundation  of  a  healthy  society. " 

There  is  evidence  that  home-visiting  programs  can  increase  attendance 
in  preventive  prenatal  care,  encourage  healthy  behaviors,  help  families 
care  for  their  children,  and  reduce  the  incidence  of  accidents,  abuse  and 
neglect.  However,  we  do  not  believe  that  home-visiting  programs  are 
a  panacea  for  the  problem  of  child  abuse  and  neglect." 

"I  am  unaware  of  any  research  that  indicates  home-visitations  programs 
prevent  or  reduce  the  incidence  of  the  fastest  growing  category  of  child 
maltreatment,  child  sexual  abuse." 

Therefore,  we  believe  that  home-visiting  is  a  mechanism  that  can  be 
effective  when  used  as  part  of  a  comprehensive  effort  to  support 
mothers,  families  and  children.  Indeed,  we  have  required  that  each  of 
the  nine  comprehensive,  preventative  programs  that  we  funded  in  1989 
in  communities  throughout  this  country,  include  a  home-visitation 
component.  We  look  forward  to  more  evaluation  research  and 
demonstrations  in  this  area." 

David  L.  Olds,  Ph.D.,  Associate  Professor,  Department  of  Pediatrics, 
University  of  Rochester  School  of  Medicine  and  Dentistry,  Rochester, 

NY: 

The  U.S.  Advisory  Board  on  Child  Abuse  and  Neglect  has  declared 
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child  maltreatment  a  national  emergency;  has  identified  home-visitation 
the  most  promising  method  of  addressing  this  problem;  and  has  called 
for  the  development  of  a  national  home-visitation  program  for  all  new 
parents." 

"However,  few  of  the  legislative  initiatives  currently  before  Congress 
or  other  home-visitation  proposals  contain  all  of  the  programmatic 
features  necessary  for  program  success." 

"We've  reviewed  all  of  the  well-designed  studies  of  pregnancy  and 
infancy  home-visitation  for  pregnant  women  and  parents  of  young 
children  and  we  concluded  that  some  programs  have  considerable 
promise,  but  many  don't  work." 

"Several  major  policy  groups  have  recommended  that  home-visitation 
services  be  developed  on  a  much  broader  scale  than  currently  exists  to 
address  the  needs  of  parents  and  young  children  in  our  society. 
Because  home-visitation  programs  vary  so  much  in  their  design  and 
corresponding  effectiveness,  considerable  attention  should  be  given  to 
formulating  an  approach  that  is  consistent  with  the  evidence  on  what 
program  features  are  most  likely  to  produce  program  success." 

"I  disagree  with  the  U.S.  Advisory  Board  on  Child  Abuse  and  Neglect 
on  three  counts: 

"First,  they  recommend  the  development  of  a  national  home-visitation 
program  that  would  be  offered  to  all  new  parents.  Our  research  and 
the  evidence  derived  form  other  well-designed  studies  show  that  the 
benefits  of  home-visitation  are  greater  for  low-income,  at-risk  families. 
To  provide  such  services  for  all  parents  would  dilute  scarce  resources 
and  diminish  their  availability  for  those  at  greatest  need." 

"Second,  the  Advisory  Board  recommends  the  establishment  of  a 
paraprofessional  home-visitation  initiative.  Our  review  of  the  best 
evidence  shows  that  those  programs  that  have  been  most  effective  are 
those  that  have  employed  well-prepared  home  visitors  who  are  able  to 
address  a  number  of  family  needs  simultaneously.  Most  of  these 
programs  have  employed  nurses.  We  have  very  little  scientific  evidence 
that  paraprofessionals  can  prevent  maltreatment." 

"Third,  the  program  promoted  by  the  Advisory  Board  would  be  offered 
to  parents  beginning  in  the  newborn  period.  Our  evidence  suggests 
that  such  programs  are  likely  to  be  more  successful  if  they  begin  during 
pregnancy." 
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"We  simply  don't  know  as  much  as  we  should  about  how  effective 
different  types  of  programs  will  be.  Now,  this  shouldn't  prevent  us 
from  using  the  best  scientific  evidence  available  to  guide  the 
development  of  a  sensible  initiative  to  support  at-risk  families  early  in 
the  life  cycle.  We  just  need  to  be  prepared  to  make  mid-course 
corrections  along  the  way." 


FIRE  SAFETY:  PROTECTING  OUR  CHILDREN  AND  FAMILIES 

Thomas  R.  Brace,  Vice  President  National  Association  of  State  Fire 
Marshals  and  State  Fire  Marshall  for  the  State  of  Minnesota: 

Thursday,  August  11, 1992,  the  Committee  held  a  hearing  entitled  "Fire 
Safety:  Protecting  Our  Children  and  Families.''  The  purpose  of  this 
hearing  was  to  provide  families  with  information  regarding  safety 
measures  that  are  available  to  them.  Mr.  Thomas  R.  Brace,  Vice 
President  of  the  National  Association  of  State  Fire  Marshals  and  State 
Fire  Marshal  for  the  State  of  Minnesota  said  the  future  for  fire 
prevention  is  bright  As  he  stated: 

"Because  of  public  fire  safety  education,  code  enforcement,  smoke 
detectors,  and  ~  some  day  -  widespread  use  of  fire  sprinklers,  we  will 
do  a  far  better  job  of  protecting  children  and  families  from  fire... I  am 
a  parent  with  two  ....and  it  was  always  one  of  our  highest  goals  to 
provide  them  with  the  knowledge  to  protect  themselves  and  to  see 
them  grow  up  in  a  safe  an  environment  as  possible.  All  children 
deserve  as  much  whether  we  are  protecting  them  from  abuse,  assaults 
or  fire.  America's  fire  service  has  no  higher  priority." 


INVESTIGATIVE  HEARINGS 

The  following  hearings  were  conducted  by  the  investigative  team  of 
this  Committee: 

*  Profits  of  Misery:  How  In-Patient  Psychiatric  Treatment  Bilks  the 
System  and  Betrays  Our  Trust.  April  28,  1992,  Washington,  D.C. 

*  College  Education:  Paving  More  and  Getting  Less,  September  14, 
1992,  Washington,  D.C. 

The  investigative  team  that  conducted  these  hearings  is  comprised 
exclusively  of  Democratic  staffers.  From  their  inception,  Republicans 
are  not  included  in  any  of  the  decisions  regarding  the  format  or 
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content  of  these  investigations. 

This  affords  the  Republicans  no  membership  or  representation  in  the 
work  of  this  arm  of  the  Committee.  For  this  reason,  the  Republican 
members  do  not  consider  these  hearings  to  be  part  of  the  official  work 
of  the  Committee. 


"A  DECADE  OF  DENIAL; 
TEENS  AND  AIDS  IN  AMERICA" 

MINORITY  DISSENT,  EXECUTIVE  SUMMARY 


DISSENTING  MINORITY  VIEWS  OF  HON.  FRANK  R.  WOLF, 
RANKING  MINORITY  MEMBER;  HON.  CLYDE  C  HOLLOWAY; 
HON.  LAMAR  S.  SMITH;  HON.  JAMES  T.  WALSH;  HON.  BOB 
McEWEN;  HON.  RICHARD  SANTORUM;  HON.  DAVE  CAMP;  HON. 
BILL  BARRETT 

The  Democrat  Report  is  entitled,  "A  Decade  of  Denial:  Teens  and 
AIDS  in  America."  We  couldn't  agree  with  this  characterization  more. 
The  denial  stems  from  those  who  view  the  problem  primarily  as  a 
health  problem  rather  than  what  it  truly  is  -  a  behavioral  problem. 

The  Report  prepared  by  the  Democrats  was  over  one  year  in  the 
making,  and  the  Republicans  were  given  only  one  week  to  review  and 
to  respond.  The  Democrats  are  asking  us  to  respond  to  a  375  page 
report  on  a  topic  of  critical  importance  to  families,  to  communities,  and 
to  our  nation  --  in  one  week. 

The  issue  of  AIDS  and  Teens  ought  not  send  us  into  partisan  camps. 
The  problems  are  too  important  to  our  families  and  to  our  nation. 
However,  disagreement  exists.  The  Republican  Members  of  the  Select 
Committee  on  Children,  Youth  and  Families,  who  signed  onto  the 
Minority  Dissent,  do  not  take  the  position  that  early  sexual  activity  is 
a  normal  and  inevitable  part  of  growing  up. 

Make  no  mistake,  this  is  not  another  partisan  battle  over  the  budget 
for  spending  on  teenagers  or  AIDS.  It  is  a  cultural  dilemma  which 
demands  cultural  solutions.  The  problems  that  stem  from  the  sexual 
activity  of  13-year-olds  are  not  solely  health  problems.  The  solutions 
proposed  by  the  Democrats  are  largely  programmatic,  monetary  and 
services-related  -  these  are  the  main  features  of  their  "comprehensive" 
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approach.  However,  let  us  be  clear,  any  attempt  to  substitute  a 
program  for  a  family  or  services  for  values  is  doomed  to  fail. 

The  Democrat  Report  takes  the  position  that  the  best  we,  as  a  society, 
can  do  is  to  continue  to  do  more  of  the  same  fund  more  explicit  sex 
education  courses,  including  AIDS  prevention  education  aimed  at 
younger  age  children,  and  finance  more  "comprehensive"  school-based 
health  clinics  that  will  dispense  contraceptive  devices  to  teens.  There 
is  evidence  which  shows  that  these  efforts  are  not  working. 

We  have  reached  the  point  in  our  society  where  we  either  go  with  the 
solutions  proposed  by  the  Democrats  in  this  report,  and  commit  huge 
amounts  of  public  funds  to  deal  with  the  consequences  of  teenage 
sexual  activity  ~  including  cancer  of  the  cervix,  pelvic  inflammatory 
disease,  syphilis,  gonorrhea,  as  well  as  death  from  AIDS  -  or,  we  can 
draw  the  line  and  fight  to  recreate  our  culture.  We  need  to  send  out 
a  loud  and  clear  message  that  we  want  our  teenagers  to  abstain  from 
practices  that  endanger  their  health. 

The  best  way  to  guarantee  that  a  child  will  not  contract  a  sexually 
transmitted  disease  (STD)  or  AIDS,  or  suffer  from  an  out-of-wedlock 
pregnancy,  is  to  strengthen  the  family.  To  do  less  is  to  court  failure. 
The  most  important  predictor  of  sexual  activity  is  family  stability. 
Family  structure  is  an  important  factor  in  learning  self-restraint. 

Research  evidence  is  convincing  that  teenagers  who  engage  in  early 
sexual  activity  have  many  motivations:  emotional  and  psychological 
needs  to  be  loved;  desperate  attempts  to  overcome  loneliness  and  a 
sense  of  not  belonging;  as  well  as  peer  pressure. 

It  appears  then,  based  on  a  review  of  medical  and  psychological 
literature,  that  teens  are  seeking  love  and  we  are  giving  them  biology 
classes.  Teens  are  seeking  guidance  about  whether  to  engage  in  sexual 
experimentation  and  we  are  giving  them  options.  Teens  are  seeking  to 
belong,  to  be  given  a  sense  of  community  with  shared  values,  and  we 
are  giving  them  a  hall  pass  to  see  the  school  nurse. 

As  a  society,  we  do  not  accept  the  inevitability  of  substance  abuse.  The 
argument  that  "everybody  is  doing  it"  is  not  the  position  we  as  a  culture 
hold  when  the  issue  is  drugs,  alcohol  or  violence.  The  campaigns  to 
reduce  substance  abuse  or  violence  send  clear  and  direct  messages.  We 
are  resolute  in  our  stance  against  it  and  our  message  is  beginning  to 
take  hold.  Yet,  when  it  comes  to  teenage  sexual  activity,  the  message 
crumbles  and  our  resolve  goes  up  in  smoke. 
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Clearly  not  all  children  are  at  equal  risk  of  contracting  the  AIDS  virus 
or  an  STD.  For  teens  who  have  not  had  sexual  intercourse  at  all,  who 
do  not  use  intravenous  drugs,  the  risk  of  HIV  or  STD  infection  is  very 
low.  The  evidence  is  overwhelming  that  teenagers  who  say  no  are 
healthier  physically  as  well  as  mentally. 

Early  sexual  activity  with  its  risk  of  multiple  lifetime  partners  has  been 
described  as  the  most  important  health  risk  factor  for  young  women. 
This  activity  can  lead  to  lifelong,  serious  and  adverse  health 
consequences,  especially  in  girls.  These  include:  cervical  cancer, 
chlamydia,  complications  in  pregnancy,  ectopic  pregnancy,  infertility, 
pelvic  inflammatory  disease,  high  rates  of  sexually  transmitted  diseases, 
as  well  as  the  suffering  accompanying  unwed  teenage  pregnancy  and 
abortion. 

Although  the  prevalence  of  HIV  infection  among  teens  is  unknown,  as 
the  level  of  risk-taking  behavior  among  this  group  becomes  identified 
there  is  a  growing  concern  about  the  future  rate  of  HIV  infection. 
Findings  from  a  few  studies  suggest  that  a  large  number  of  teens  who 
are  aware  that  sexual  activity  increases  the  risk  of  contracting  AIDS  are 
not  changing  their  behavior  accordingly. 

There  are  many  who  question  the  advocacy  of  condom  use  because 
condoms  do  not  change  the  behavior  which  puts  teens  at  risk. 

Condoms  only  permit  the  same  inappropriate  behavior  at  a  different 
rate  of  risk,  thus,  the  goal  with  condoms  is  risk  reduction.  Because  of 
the  life-threatening  nature  of  the  HIV  virus,  the  risk  of  transmitting 
this  virus  must  be  eliminated.  There  is  no  acceptable  level  of  risk  in 
these  cases.  Moreover,  the  evidence  shows  that  when  condoms  are 
used  by  teenagers  the  failure  rate  is  higher  than  in  the  general 
population  -as  high  as  30%. 

Safe  sex  for  teenagers  today  is  clearly  not  using  condoms  but  in  using 
self-restraint  -  abstinence. 

We  can  surely  agree  as  a  nation  with  the  findings  of  the  National 
Commission  on  Children  that  "children  and  adolescents  need  clear  and 
consistent  messages  about  personal  conduct  and  public  responsibility." 
The  fact  that  some  teens  engage  in  unhealthy  behavior  should  not 
discourage  us  as  a  society  from  promoting  moral  conduct 

Values  and  culture  are  not  irrelevant  issues  in  this  fight  against  the 
HIV  virus  and  teenage  sexual  activity.  Behavior  is  strongly  influenced 
by  culture.  To  help  change  behavior  we  need  to  change  the  messages 
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we  transmit  about  the  appropriateness  of  teenage  sexual  activity.  This 
Republican  Dissent  is  an  attempt  to  change  the  message  about  our 
expectations  for  our  youth. 
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